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Abstract 
Introduction It is widely believed that a large proportion of child abuse cases 
remain undetected. Since doctors are the first contact from whom parents may seek 
help if their children are abused to injury, doctors can play an important role in 
identifying suspected cases and make early intervention possible. The present study 
investigated doctors' behaviours when they encountered suspected abuse cases, and 
their attitudes towards the reporting system in Hong Kong. 
Objectives Firstly, to investigate Hong Kong doctors' attitudes towards child 
abuse and the local reporting system and secondly, to measure how many of them 
would agree to the implementation of mandatory reporting system in Hong Kong. 
Methods Doctors who were students of Diploma in Family Medicine at the 
Chinese University of Hong Kong were targeted. Questionnaires were either 
distributed by post or in person between June and November 2006. Three mailings 
with a 3-week interval were scheduled. 
Results A total of 171 (response rate of 50.4%) completed the questionnaires 
(mean age = 35.0; 66.9% were male). Only 8.9% of the responding doctors had 
received child abuse training in the past. Results showed that doctors concerned the 
problem of child abuse and had a disapproval attitude towards corporal punishment. 
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Only 39.2% of them thought that the current policy was doing enough to prevent 
child abuse. 46.2% and 23.4% of doctors reported to have encountered suspected 
physical and sexual abuse cases in their career respectively, and only 58.2% and 60.0 
% of them had ever made a report. Combining two types of abuse, only 35.8% of 
doctors had made reports for every suspected case. Those who had received child 
abuse training in the past were found to be marginally more likely to make a report 
(Fisher's exact test p=0.05; OR 7.00，95%CI 0.85-57.89). 
If a report had to be made, they would prefer reporting to police 
(48.2%), followed by paediatric departments in hospitals (40.9%) and social welfare 
department (38.6%). The two most important barriers to report were' lack of 
sufficient evidence' (94.2%) and 'unwillingness to get involved into court or legal 
proceedings' (68.2%), while logistic regression (LR) showed that 'concern on 
maintaining own anonymity' could independently predict reporting behaviours (OR 
3.47; 95%CI 1.11-10.87). Only 13.9% were satisfied with the present reporting 
system in Hong Kong. However, the proportion of doctors who would support the 
implementation of mandatory reporting system remained 32.7%. LR showed that 
past child abuse training could predict the support of the mandatory reporting system 
(OR 4.84，95%CI 1.01-23.27). 
Conclusion Only half of doctors responded have encountered at least one child 
abuse cases in the past, among them about one third made report for those cases. 
Although few doctors supported the implementation of mandatory reporting system, 
those who had received child abuse training were more likely to support and also 
more likely to report when they encountered suspected cases. Child abuse training 
for doctors was in urgent need to facilitate identification of abuse cases as a basis for 






















作出匯報的重要原因，而「匯報的保密性」能預測醫生的匯報行爲（OR 3 . 4 7 ; 
95%CI 1 . 1 1 - 1 0 . 8 7 ) �只有1 3 . 9 %的醫生滿意現時的匯報制度，而表示支持設立 
強制匯報制度的醫生佔32.7%�曾接受虐待兒童教育的醫生明顯有較大的機會 
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Chapter 1 Introduction 
Doctors' attitude towards corporal punishment and child abuse is an important area in 
child abuse research. It is because doctors are one of the first groups of professionals 
from whom parents may seek help if their children are injured. As a result, doctors 
play an extremely important role in the prevention of child abuse, and make early 
treatment possible through early identification of cases. Since it had been suggested 
that the severity of abuse tended to escalate over time,''^ early intervention is crucial 
in preventing the child from suffering severe or even fatal abuses. 
In Hong Kong, the definition of child abuse was given in the procedural guideline, 
'Procedures for Handling Child Abuse Cases' published by the Hong Kong Social 
Welfare Department (SWD).^ The definition is: 
‘...any act of commission or omission that endangers or impairs a 
child's physical/ psychological health and development. It is 
committed by individuals, singly or collectively, who by their 
characteristics (e.g. age, status, knowledge, organizational form) 
are in a position of differential power that renders a child 
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vulnerable...not limited to a child-parent/ guardian situation but 
includes anyone who is entrusted with the care and control of a 
child, e.g. child-minders, relatives, teachers etc. ‘ (p.l). 
There are four subtypes of child abuse, namely physical abuse, sexual abuse, neglect 
and psychological abuse. According to the guideline, physical abuse is the physical 
injury or suffering to a child, when there is definite knowledge or reasonable 
suspicion that it is intentionally inflicted, or knowingly not prevented.^ These include 
the use of non-accidental force, poisoning, burning, causing suffocation and 
Munchausen's Syndrome by Proxy (refers to parents falsify child's medical history 
or cause illness to gain medical attention, which may result in suffering to a child due 
to the harmful medical procedures).斗 
Sexual abuse refers to any unlawful involvement of a child in sexual activity.� This 
can include direct or indirect sexual exploitation of a child, and the abuse that is 
rewarded or attractive to the child. It also applies to the situations in which a child 
cannot give informed consent for the sexual activities. For example, a child who is 
dependent or not mature enough to fully understand such activity is considered as an 
unable to give consent. 
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Neglect refers to the severe or persistent lack of attention to a child's basic needs 
which endangers or impairs his/ her health or development.^ These needs can include 
clothes, shelter, education or medical care. It also includes the failure to remove a 
child from an avoidable serious danger. Leaving a 2- year-old child at home alone 
and not providing enough food or clothes are two examples of neglect. 
Lastly, psychological abuse is the behaviours and attitudes towards a child that 
endangers or impairs his/ her emotional or intellectual development, such as 
terrorising and isolating a child.^ 
In order to avoid the confusion in defining a 'child', the guideline also provided clear 
and separate definitions o f child' and 'juvenile' respectively.^ In accordance with the 
Protection of Children and Juveniles Ordinance, Cap 213, a "child" is referred to a 
person aged under the age of 14 years, while juveniles are referred to those under the 
age of 18. Meanwhile, according to the Criminal Procedure Ordinance, Cap 221, in 
case of an offence of sexual abuse, a child means a person who is under 17 years of 
age, and under 14 years of age for offences other than sexual abuse. 
Child abuse is not solely a medical problem. Past studies showed that most of the 
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risk factors of child abuse were not physical in nature. One example is the low 
socio-economic status. Low family income,paren t s ' unemployment^ and low 
parental education levels^'^ were associated with higher likelihood of child abuse. In 
addition, emotional difficulties (such as rigidity and problem in anger control), 
family difficulties (such as unsatisfactory spousal relationships and deficit in 
cohesion with a family), and parenting difficulties (like unrealistic expectation of 
children and intrusive parenting) were other social or psychological risk factors of 
abuse and were identified as typical characteristics of abusive parents or adults.‘� 
Child abuse can bring both negative physical and psychological impacts on the 
victims. For example, it can result in short term injuries such as bruises and bums, 
and medium term injury like fractures. Furthermore, it can also cause more serious 
long term injuries including compromised brain development. Child abuse can also 
cause many detrimental psychological effects that range from emotional, intellectual 
or cognitive impairments to, more seriously, various psychiatric disorders.'®''^ In a 
meta-analysis, child mental health problems are reported to be consistently 
associated with corporal punishment among the abused children, which included 
depression, alcoholism, suicidal tendency and alcoholism." A recent local study has 
also provided consistent evidence on the negative psychological effects of child 
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abuse. Among a sample of local secondary school students, it was found that those 
who had been beaten to injury without any reason were more likely to have engaged 
in self injurious behaviours, suffer from psychiatric morbidity and have problem of 
drug abuse. 
Furthemiore, Kendall-Tackett suggested several behavioural, cognitive, social and 
emotional correlates of child abuse that could deteriorate the physical health of the 
victims. 13 For example, child abuse survivors were found to be more likely to engage 
in risky behaviours such as alcohol and drug abuse ‘斗 and suicide'^ in their adulthood. 
They were also found to be less satisfied with their health comparing with those who 
did not experience any abuse] 6 This poor health perception was an potent predictor 
of illness and mortality. On the other hand, child abuse survivors were found to be of 
higher likelihood of developing dysfunctional interpersonal style, such as avoidant 
style (low interdependency and warmth) and intrusive style (have extreme need for 
closeness). 17 Previous study had showed that these styles were related to difficulty in 
developing good social support, and were thus less likely to engage in health 
promoting a c t i v i t i e s ” Moreover, abuse victims were also more likely to develop 
depression symptoms and post traumatic stress disorder (PTSD) symptoms.'^ Both of 
these were related sleeping problems and could cause various health problems. 
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As a result, medical treatment and advice alone are far from sufficient to effectively 
deal with the child abuse problem. In spite of the necessary treatment to physical 
injuries, providing counselling to the victims and the perpetrators and prevent further 
abusive experience from recurring are equally important. As early as the Kempe's 
classic paper on battered child syndrome published in the early sixties, he had 
already suggested the role of a doctor was not only making correct diagnosis and 
providing therapy, but also had the responsibility to report to the police or other 
organisations that provided children protective services.^® Therefore, when medical 
professionals encounter a suspected case of abuse, they carry an indispensable 
responsibility to report these cases to relevant governmental authorities or other 
concerned social welfare organisations in order to offer comprehensive intervention 
to the concerned victim. 
Given the important role that doctors may play in the intervention of a child abuse 
case, there existed numerous studies measuring their attitudes towards child abuse 
and reporting of abuse cases in other countries. Results generally showed that doctors 
or other health care professionals had varying attitudes on reporting child abuse.^^'^^ 
Numerous barriers to report a suspected child abuse case were identified, for 
example, concerns on their own anonymity of reporting and lack of knowledge and 
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training were two of the barriers that deterred them from making a decision to 
report.24 These barriers resulted in the problem of underreporting among doctors, a 
phenomenon that was consistently found in studies conducted in both western and 
eastern countries.^ 
Despite these evidences, understanding child abuse in Chinese society by simply 
generalising the results in these foreign studies may not be a good strategy, since it is 
widely accepted that the definition of child abuse is culturally related. For example, it 
has been suggested that cultural values influenced what behaviours would be thought 
of legitimate childrearing or disciplinary act, and what would be thought of abusive 
behaviours .25 ,26 Similarly, Tang also suggested that each society had its own norms 
around the issues of childrearing, discipline, family structures and values. 
Unfortunately, literature on child abuse in Chinese society, including China and 
Hong Kong, are limited.^^ There are even fewer studies on the doctors' attitudes 
towards reporting suspected child abuse cases. The concept of mandatory reporting 
system, a policy that has been implemented in foreign countries like USA and most 
of the states in Australia, is relatively new to Hong Kong. This study thus aimed at 
exploring the knowledge of child abuse in the context of Chinese culture. The 
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purposes of this study were to measure the doctors' attitudes and experience towards 
child abuse and the reporting of suspected abuse cases, and more importantly, to find 
out their opinions on the implementation of a mandatory reporting system in Hong 
Kong. 
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Chapter 2 Background 
Since the aforementioned classic article on Battered Child Syndrome written by 
Kempe and his colleagues in the early sixties? a widespread attention on child abuse 
research has already been paid in foreign countries. In this chapter, results of 
literature search on child abuse are described. The literature search was conducted in 
December 2006 using popular databases in the medical and psychological field, 
namely the EMbase, Medline, Psyclnfo, and the Crochrane Library. In order to 
capture the recent situation, the primary search was limited to articles published after 
1990. Earlier articles cited in these papers and are considered relevant will also be 
included. Since child physical and sexual abuse are the focus of this study, articles 
that solely discuss psychological abuse or neglect will be excluded. 
During the search, a subject heading of 'child abuse' was set, which combined with 
other keywords corresponding to the sections discussed in this chapter. These 
keywords included 'child protection', 'attitudes and doctors', 'reporting and doctors', 
'mandatory reporting' and 'Hong Kong'. Moreover, literature search is also 
conducted on the website of relevant organisations from the internet, such as the 
World Health Organisation (WHO), United Nation (UN) and the Hong Kong Social 
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Welfare Department (SWD). The search results thus focused on the following four 
main areas: 1) attitudes towards child abuse among doctors; 2) doctors' behaviours 
and attitudes towards reporting suspected child abuse cases; 3) barriers to report 
suspected child abuse cases among doctors, and 4) mandatory reporting system. 
Attitudes towards child abuse among doctors 
In a recent publication Preventing Child Maltreatment: A guide to taking action and 
generating evidence by the World Health Organisation in 2006, the important role 
of doctors in the management of child abuse was discussed. It was suggested that 
frontline workers such as health care professionals were in a good position to detect 
the occurrence of child abuse, which could in turn provide early intervention and 
minimise the possibility of further abuse and various negative outcomes that abuse 
could bring. As a result, numerous studies investigated the attitudes towards corporal 
punishment or child abuse among medical professionals.^^'^®"^ ‘ 
McCormick carried out a self-report cross sectional survey among 619 paediatricians 
and family doctors in Ohio state in USA.^^ In that study, they were asked if they 
would advise parents that spanking was an appropriate disciplinary action when they 
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were confronted with different vignettes of children's misbehaviours. Age of 
described children (2，5 or 8 years old) and types of misbehaviours (dangerous, 
aggressive or trivial) were varied. The results showed that majority (67%) of the 
doctors would approve and advise the use of corporal punishment, especially when 
the misbehaviours could lead to what perceived as dangerous outcomes to the child. 
Indeed, family doctors and those who were younger (aged under 40) were more 
likely to approve corporal punishment. 
Another study conducted in Israel also showed that doctors had a tolerant attitude 
towards corporal punishment.^' Doctors of various specialties were given a list of 
parental disciplinary behaviours, and they were asked to indicate their perceived 
appropriateness of these behaviours. These behaviours included both non-contact and 
contact disciplinary acts and were of varying degree of severity, such as locking the 
child up for 15 minutes, slapping and leaving red, bum leaving marks etc. More than 
half of the doctors (58%) approved corporal punishment of varying degrees while 
only 14 % of them were opposed to all the listed behaviours. 
However, opposite evidence was found in a study conducted within Chinese 
culture.25 Feng and Levine investigated the attitudes of a sample of Taiwanese nurses 
18 
towards child abuse. They were asked to indicate their acceptance on physical 
discipline. Although within Chinese culture, parents were expected to play an 
authoritative role and had the right to discipline their children when necessary,^^ 
participants were unexpectedly found to have negative attitudes towards physical 
discipline. Feng proposed that this could be attributed to the younger age of the 
responding nurses, who were brought up in a mixture of traditional Chinese and a 
'westernised' culture. Due to the use of different scales, a comparison between the 
result of this study and that of other foreign studies was not feasible. 
In addition, attitudes towards child abuse also depend on the types of abuse. A1 
Moosa and his colleagues investigated the knowledge, attitude and experience 
regarding child abuse among 170 paediatricians in Kuwait. ^ ^ It was found that 
participants were least likely to recognise situations related to a physical disciplinary 
act as child abuse, comparing to other types of behaviours related to sexual abuse or 
neglect. For example, more than 60% of the paediatricians thought that severe 
beating was not abuse if the child used foul language, smoked secretly or did not 
wash hands before eating. In contrast, much lower proportion of paediatricians 
agreed neglectful and sexual abusive behaviours as ‘non-abusive，, such as refusing to 
give adequate treatment to a chronically sick child (10.3%), locking a ten-year-old 
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boy alone at home (20,5%), or touching the genitalia of the child by father (35.9%). 
Doctors' reporting behaviours 
As discussed in Chapter 1，doctors can play a crucial role in the intervention of child 
abuse. There is no doubt that doctors are able to cure their physical injury, but the 
alleviation of detrimental psychological effect may be beyond the doctors' capability. 
Therefore, reporting child abuse cases to other social welfare agencies or 
non-governmental organisations (NGOs) is important for a thorough intervention. 
One of the major areas in child abuse research is on the doctors' attitudes and 
behaviours of reporting suspected child abuse cases in their clinical practice. 
Although in some foreign countries like the United States, reporting every suspected 
child abuse case is a legal responsibility of professionals who work with children, 
research showed that not all cases are reported and not all victims can be identified 
and get the necessary help. It was common for medical professionals choosing not to 
report the suspected child abuse cases they encountered. ’ _ For example, in the 
places like USA and most states in Australia where mandatory reporting law was in 
place, high prevalence of non-reporting was reported in a number of studies, van 
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Haeringgen, Dadds and Armstrong reported that on average, 43% of doctors in 
Australia had ever encountered suspected child abuse cases but not reported in the 
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past. In USA, 28% of paediatricians who had considered reporting a suspected case, 
but finally decided not to report. ^ ^ 
Factors associated with doctor's reporting behaviours 
Previous studies have identified numerous factors that were affecting doctors' 
decision to make reports of suspected child abuse cases. For example, In Feng and 
^ c 
Levine's study, they had proposed that doctor's reporting behaviour could be 
explained by Ajzen's Theory of Planned Behaviour (TPB).^ "^ Characteristics of 
doctors and their attitudes towards child abuse were also found to affect their 
reporting b e h a v i o u r s I n addition, numerous barriers had also been 
identified in previous studies which significantly deterred doctors from making 
repOrt.22’24’36-37 
Theory of Planned Behaviour 
Feng and Levine proposed a theoretical framework to explain the reporting intentions 
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among Taiwanese nurses? using the Ajzen's Theory of Planned Behaviour ( T P B ) , 
According to the TPB, the intention to report is determined by their attitudes towards 
child abuse, subjective norms regarding reporting and perceived behavioural control 
over reporting. The results conformed with the TPB that nurses were found to be 
more likely to report if they had more positive attitudes towards protecting children 
and agreeable to punish the abuser, less approving of physical discipline, perceived 
that both general and specific others felt that they should report, and perceived more 
behavioural control over reporting child abuse. At the same time, they also found that 
reporting tendency among Taiwanese nurse was also related to the types of abuse. 
They were more likely to report severe cases than the less severe cases, while they 
were also more likely to report sexual abuse and less likely to report psychological 
abuse. 
Characteristics of doctors on reporting behaviour 
Some previous research showed that there were inter-specialty differences in the 
attitudes towards reporting abuse. For example, van Haeringen and his colleagues 
compared the attitude towards reporting suspected child abuse between doctors who 
0 1 were general practitioners (GPs) and paediatricians in Australia. Results showed 
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that GPs had a higher 'caution score' than paediatricians did, which meant that GPs 
were having a more cautious attitude towards reporting child abuse. They were more 
likely to agree that the reporting should be made only if abuse occurred persistently 
and they were quite certain of the abuse, and agreed that it would be reasonable to 
ignore the mandatory reporting regulation and deter reporting when necessary. 
In addition to inter-specialty difference, several past studies have identified other 
characteristics of doctors that influenced their tendency of report. For example, in the 
cross sectional survey which aimed at identifying factors associated with 
paediatrician's non-reporting of suspected child abuse cases,^^ Guim and his 
colleagues found that 28% of respondents claimed to have considered reporting 
suspected child abuse cases but declined to report at last. Moreover, the authors 
successfully identified several factors that were associated with higher likelihood of 
non-reporting among the paediatricians. These included paediatricians who were of 
male gender, more years in practice, having reported more cases in the past, having 
been testified or deposed in abuse cases, and having been threatened with lawsuit. 
This implied that individual differences and past reporting experience among doctors 
could have a significant impact on doctors' reporting decision. 
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Doctor's attitudes towards child abuse 
Another factor that affects doctors' reporting behaviour of child abuse cases was their 
attitudes towards child abuse?^'^''^^ Tirosh and his colleagues found that among a 
group of Israel doctors, the more likely they accepted corporal punishment, the less 
frequently they would report.^' Similarly, Taiwanese nurses were found to be more 
likely to report severe child abuse cases when they were less approving of physical 
0� 
discipline. 
In Ashton's study with a group of undergraduate students (including business, social 
work health, and social science background), the relationship between approval 
towards corporal punishment and the perception and reporting of problematic 
parental behaviours was measured.^^ Approval was defined as the endorsement of 
using physical acts to discipline children by parents. It was found that the perceived 
seriousness of abuse had a negative relationship with the approval of corporal 
punishment. Students who were more approval of corporal punishment were less 
likely to view problematic parental behaviour as serious, and they were also less 
likely to report that incident to child protection services. Moreover, a significant 
mediating effect of perceived seriousness of those behaviours on the relationship 
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between approval of corporal punishment and the likelihood of reporting was further 
found. Specifically, their attitudes towards corporal punishment affected how they 
evaluated the seriousness of parental behaviours, which, in turn, influenced their 
decision of whether they would make a report or not. 
Barriers to report suspected child abuse cases among doctors 
The figures on reporting behaviours reported before demonstrated the problem of 
underreporting among doctors, which suggest that there exist barriers that deter them 
from reporting suspected abuse cases. The significance of these barriers even 
overrides their legal responsibility to report. Previous literature had showed that 
several barriers were found to be common deterrents for doctors from reporting child 
abuse c a s e s 22’24’36'37 
Flaherty and Sege stated that lack of knowledge and training on child abuse not only 
affected doctors' identifying child abuse cases, but also influenced their reporting 
behaviours.24 another qualitative study,^^ all six interviewed primary care doctors 
claimed that their lack in knowledge of identification and management of child abuse 
was a main barrier to report. Moreover, uncertainty on whether abuse occurred, and 
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lack of knowledge about reporting laws and process has also been cited by doctors as 
reasons for not reporting.^^ This also applied to other professionals who worked with 
children such as social workers, among which the amount of training was also found 
to have a significant association with their lifetime report rates.^^ In this study, those 
who had received more than 10 hours of training on identifying child abuse were 
more likely to report suspected child abuse cases. 
Another common barrier identified in various previous studies was the doctors' 
negative experience with the Child Protective Services (CPS) during their previous 
reporting experience.^^"^^ If doctors thought that their reporting of suspected child 
abuse cases to the CPS in the past did not result in a positive outcome, they would 
tend not to report any further suspected cases in the future. For example, King and 
his colleagues examined factors affecting lifetime reporting proportion, which was 
defined as the proportion of suspected cases that they had reported in their 
professional careers.^^ Respondents were the mandatory reporters who worked with 
children such as paediatricians and social workers and had the legal responsibility to 
report any suspected cases they encountered. Results showed that lifetime reporting 
proportion was lower if the respondents thought that the CPS intervention were 
ineffective, or they had never received any feedback from CPS in their previous 
26 
reporting. On the other hand, they also found that several case-related attitudes and 
professional-related variables were significantly associated with the lifetime 
reporting proportion. Case related attitudes included lack of sufficient evidence, 
reporting may harm the child and the Child Protective Service interventions were not 
effective and so on; while professional-related variables included the concern about 
maintaining anonymous and reluctance to get involved with legal litigations. 
Similar results were also replicated in another study that doctors' past negative 
experience with CPS deterred them from reporting.�？ Some respondents stated that 
they were discouraged and disappointed for the lack of support from CPS. They felt 
that they were ‘exposed’ if they did not receive any follow-up action on their concern. 
Furthermore, when their reports were unfounded, this CPS response would decrease 
their confidence in correctly detecting abuse in the future. At the same time, 
Vulliamy and Sullivan further found that paediatricians thought social workers would 
- J O tend to over-react to child abuse incident. 
Past studies also showed that many doctors chose not to report because they were 
afraid that reporting would deteriorate their relationships with the family. ‘ Results 
of a qualitative study with primary care doctors revealed that a close relationship 
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with family could both facilitate and impede their accurate judgment on the cause of 
a child's injury, which in turn affected their decision of report.^^ They said that 
although their knowledge of the family problem could make them more exposed and 
alerted to abuse, a close relationship would make it more likely to believe the 
family's explanation of injury. Moreover, even the well-trained paediatricians also 
stated that they feared of wrongly accusing the family and reporting would damage 
the trust between them with the parents.^^ 
Some doctors believed that reporting might in fact do more harm than good to the 
child and thus not intended to make a report. Gunn and his colleagues reported that 
paediatricians were afraid that reporting could alienate the family or precipitating the 
crisis, which could be harmful to the child.^^ Moreover, Finkelhor and Zellman also 
found that doctors' failure to report was due to the fear that reporting can interrupt 
their treatment to the child.^^ 
In addition to the above major concerns, previous studies also identified other 
barriers that deterred doctors from making report. These included the lack of 
definition in the wordings of the mandatory law, unwillingness to involve in court 
case in the future, limited office time for diagnosing child abuse and without an 
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immediate access to child abuse experts for i n f o r m a t i o n . 2 2 , 2 4 , 3 7 , 4 0 
Reporting systems in foreign countries 
In order to minimise the possibility that child abuse cases go unnoticed and victims 
fail to receive the necessary treatment, mandatory reporting system has been 
intorduced in some foreign countries. For example, all states in the United States and 
most of the states in Australia have introduced the mandatory reporting law. However, 
such regulation is not adopted in England. In the following section, the reporting 
systems in these countries will be discussed. 
United States 
According to Ainsworth,"*' mandatory reporting system was first drafted in the early 
1960s in USA，42 and in only several years, all the states have passed the child abuse 
reporting law between 1963 and 1967.43 Under this policy, professionals who have 
frequent contact with children are regarded as mandatory reporters. These include 
social workers, school personnel, health care workers, mental health professionals, 
childcare providers, medical examiners or coroners and law enforcement o f f i c e r s , ^ 
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According to the summary of State Law published by the Child Welfare Information 
Gateway，44 there exist differences in the standards for making a report between 
different states. However, a general agreement is that whenever a mandatory reporter 
suspects or has reasons to believe that a child has been abused or neglected, he/ she 
must make a report. The report must be made immediately to the CPS by telephone, 
and within 72 hours they must hand in a written report on the reported case.45 Failure 
of reporting may cause criminal and civil penalties to these professionals, which can 
include fines and/or imprisonment.^^ Nowadays, the reporters are required to provide 
their name when making a report in most states, but their identities are kept 
confidential in normal situations. 
Australia 
In Australia, different states started to pass similar legislation and implemented the 
mandatory reporting system starting from the year of 1977.41 The first state that 
made such legislative change was the New South Wales and nowadays, all states 
except Western Australia has this mandatory reporting requirement. Any suspected 
cases of child abuse must be reported to the statutory child protection authorities. 
Comparing different states, the groups of people who are mandated to report varies. 
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For example, in New South Wales, it applies to all people who deliver health care, 
education, welfare, children services, residential services or law enforcement 
services to children. On the contrary, in Victoria, only police, doctors, nurses and 
teachers are mandated to make a report for the suspected abuse cases. 
According to the National Child Protection Clearinghouse,"^^ although there is no 
requirement for mandatory reporting in Western Australia, there are targeted 
legislative requirement for reporting suspected child abuse and neglect cases. For 
example, court personnel and counsellors are required to report these suspected case 
in Family Court cases, while licensed child care providers need to report abuse in a 
child care service. 
EnRland 
Unlike the United States and Australia, there is no mandatory reporting requirement 
for professionals to report suspected child abuse or neglect cases they encountered. 
Instead, according to the 2004 Children Act, a far more inclusive system which not 
only focuses on child abuse is introduced.:? Under this system, a national database 
for all children called the Information Sharing Index is set up. This Index includes 
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detailed information of every child, such as the demographics, education and medical 
service received and so on. Professionals are required by law to enter the data to this 
Index if there exists a cause for concern in relation to the child. This concern not 
only includes child abuse and neglect, but also include any negative experience 
happened to the child. 
The aim of this system is to provide preventive and early interventions instead of a 
reactive, crisis-driven approach. On the one hand, it can identify early risk factors 
that can result in negative outcomes to the child; on the other hand, it can facilitate 
the information sharing between professionals and thus promote cooperation for 
intervention to result in a better outcome for children. Ultimately, it helps children to 
reach the English government's five outcomes: be health, stay safe, enjoy and 
achieve, make a positive contribution and achieve economic well-being. 
Effectiveness of mandatory reporting system 
The immediate outcome of mandatory reporting is the increase in the number of 
cases that can be referred to the CPS. In Ainsworth's study, he evaluated the 
mandatory reporting system in Australia by comparing the reporting statistics 
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between two states, New South Wales (NSW) and Western Australia QNA)•幼 As 
mentioned above, WA is the only state without mandatory reporting requirement in 
Australia. Statistics showed that NSW received 30398 reported cases and 6477 cases 
were substantiated, as compared to 2645 and 1169 in WA respectively. These figures 
implied that although the proportion of substantiated cases was low, more victims of 
child abuse in NSW were in fact identified than that in WA, and thus more victims in 
NSW were able to receive proper treatment. 
Delaronde and his colleagues evaluated the mandatory reporting system by 
comparing the level of support to the mandatory reporting system with an alternative 
reporting system among a group of mandatory reporters in the USA.45 The 
alternative reporting system was the one being used in Netherland which required 
mandatory reporting for the severe abuse cases to CPS only, like sexual or severe 
physical abuse that put children in immediate danger.^^ For other less severe cases, 
mandatory reporters could choose to report to CPS or seek advice from a Critical 
Intervention Specialist which operated independently from CPS. They could 
determine the best strategy and decide if reporting should be made. Results showed 
that slightly more respondents supported the mandatory reporting system in USA 
(67%) than the alternative reporting system (52%). Those who did not consistently 
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report suspected child abuse cases were more likely to support the alternate reporting 
system. These results suggested that mandatory reporting system was still supported 
by current mandatory reporters in USA. 
In recent years, there were increasing number of studies that questioned the 
effectiveness of mandatory reporting system.4i’48 It has been suggested that the 
mandatory reporting system was not cost effective. In Ainsworth's study which 
compared the reporting statistics between NSW (with mandatory reporting) and WA 
(no mandatory reporting),"*' although more cases were referred to the CPS in NSW, it 
was found that only 6477 out of 30398 (21.3%) reported cases were substantiated. In 
other words, 78.7% of cases were not substantiated (compared to 55.8% in WA). 
Such a high unsubstantiated rate could be attributed to the avoidance of the fines or 
other penalties for the failure to report among the mandatory reporters. They would 
tend to make a report whenever they have any suspicion of abuse. 
Furthermore, the federal government estimated the expenditure for child protection 
was nearly AUD$ 100,000,000 in NSW, but only about AUD $7,000,000 in WA. 
These suggested that much more effort and resources were expended on the 
unsubstantiated cases in NSW than in WA due to the mandatory reporting policy. 
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Ainsworth agreed that the mandatory systems were overburdened with 
unsubstantiated cases, which exploited many resources and much attention that 
should be targeted to the victims who were actually abused. 
Moreover, mandatory reporting system was also regarded as a policy without 
reason.48 Melton thought that such system was underestimating the scope of problem 
of child abuse and neglect, since the primary problem was not on case-finding. Under 
this policy, child protection was viewed as equating reporting and investigation. 
Since child abuse was a legal obligation, Child Protective Service agency was largely 
engaged in gathering evidence and preparing actual or potential court cases, rather 
than promoting and ensuring the safety of children. Invariably, such investigation 
could result in disruption of family life. As a result, Melton thought that mandatory 
reporting system failed to help the victims of child abuse as expected. 
Steinberg and his colleague conducted a survey in USA with about 900 therapists to 
investigate how the mandatory reporting law would affect therapeutic re la t ionship . 
The therapists were asked about their past reporting experiences, feelings and 
attitudes regarding mandatory reporting laws, with client reaction and client retention 
as the outcome measures. Results showed that a strong therapeutic alliance before the 
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mandatory report was predictive of better outcomes. The more explicit the therapists 
presented the mandatory reporting requirement and the limits on confidentiality 
concerned, the better would be the outcome. Moreover, the level of role strain that 
experienced by the therapists caused by the reporting was also predictive to a worse 
therapeutic relationship. 
Summary 
Many foreign studies have investigated doctors' attitudes towards child abuse and 
their reporting behaviours in their clinical practice. It was found that doctors had 
various attitudes towards child abuse, which depended on their specialties, culture 
and types of abuse. Moreover, failure to report suspected child abuse cases was 
common among doctors and various barriers were identified in the past studies, such 
as lack of knowledge and their past negative reporting experience. In some foreign 
countries like USA, mandatory reporting system has been set up in order to promote 
reporting behaviours. However, there was a recent debate on its effectiveness in 
helping the abused children. 
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Chapter 3 Child abuse in Hong Kong 
Each culture has its own norm in the definition of child abuse. Within the Chinese 
culture, children are expected to obey their parents all the time and 'talk back' to 
their parents irrespective of the context is an inappropriate behaviour. Parents can 
choose their own disciplinary acts to control children's 'misbehaviours', which 
facilitate maintaining their own authorities and their children's obedience.^^'^® 
Moreover, people should keep the shame within one's family in order not to ruin the 
reputation of the family. These values can be influential to how child abuse is defined 
within the Chinese culture. It can increase the tendency of a child from being abused 
in the family and at the same time, keep such incident as hidden and decrease the 
chance of receiving necessary intervention. As a result, it is expected that the 
prevalence and management of child abuse in Chinese culture can be different from 
those reported in western cultures. In this chapter, the situation of child abuse in 
Hong Kong will be described, including its prevalence and how local child abuse 
cases are currently managed. 
Prevalence of child abuse in Hong Kong 
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In Hong Kong, the source of official statistics of child abuse is from the Child 
Protection Registry managed by the Social Welfare Department.^ ^  According to the 
local statistics, the total number of newly reported child abuse cases to the Child 
Protection Registry has been increasing from the year of 2004. The figures are 
reported as 622 cases in 2004, 763 cases in 2005 and 806 cases in 2006. From the 
most recent statistics between January and June in 2007, this figure is reported as 448 
and thus higher than half the number of cases in the previous year. Among these 
cases, physical abuse and sexual abuse are the two most commonly types of abuse. 
About 55% of the newly reported cases are physical abuse and about 30% of them 
are sexual abuse. These proportions remain stable in recent years. For example, in the 
first six months of 2007, 55.4% of these cases are physical abuse, while 29.2% of 
them are sexual abuse.，* 
Several local studies provided further data on the prevalence of parental child abuse. 
A large scale household survey was conducted by the University of Hong Kong and 
commissioned by the SWD.^^ It aimed at measuring the prevalence of child abuse 
(spousal abuse was also measured but will not be discussed here) and the 
Parent-child Conflict Tactic Scales developed by Straus and his colleagues was used 
in this study.53 The study had successfully interviewed 5049 adults and 2062 children 
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from a total of 5565 household. It was found that 45% of the children had 
experienced physical abuse in the past, and 9% of them had experienced severe 
abuse. In terms of the 1-year prevalence, the corresponding figures were 23% and 
4%. 
Recently, Tang conducted a community based study to measure the prevalence of 
parent-child corporal punishment and physical abuse in Hong Kong.54 this study, 
corporal punishment and physical abuse were defined as two separate forms of 
parental disciplinary behaviours. The classification was based on the severity to the 
extent that injury was inflicted in physical abuse but not in corporal punishment.^^ A 
total of 1662 Chinese parents were recruited and asked about their own disciplinary 
behaviours to their children. It was found that the prevalence of corporal punishment 
in the previous 12 months was 57.5%, while 4.5% of the respondents reported 
physical abuse. Boys, young and unemployed parents were associated with a higher 
likelihood of parental corporal punishment, while children's externalising behaviours 
and marital dissatisfaction was related to the occurrence of physical abuse. 
There exist some other local research studies that reported the prevalence of child 
abuse in Hong Kong. For example, in a recent analysis on the local childhood injury 
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data conducted by Chan and his colleagues,^^ it was found that 'struck by others' 
(18.2%) was the second most common external cause of injury, only less than 'fall' 
(44.2%). This figure was higher than that in the USA (13.7%). In another community 
based survey that included respondents from 1019 household, the base rate of 
physical child abuse in the previous year was found to be 526 per 1000 children for 
minor violence, and 461 per 1000 for severe violence.^^ Factors that were found to be 
significantly associated with a higher likelihood of abuse were boys and aged 3-6; 
only child; and, young and unemployed parents. Moreover, another study reported 
that among the 489 Hong Kong secondary school students, the prevalence of 
corporal punishment by family members in the past 6 months was 4.5%, 10.9% for 
beating for no reason, and 10.4% for beating to injury.^^ 
Comparing with physical abuse, there are fewer studies on the prevalence of sexual 
abuse in Hong Kong. One of such studies was also conducted by Tang in 2002.^ ® 
This study measured the prevalence of sexual abuse among of 2147 Hong Kong 
Chinese college students. They were asked to recall their sexual abusive experience 
before their age of 17. The results showed that the overall prevalence of child sexual 
abuse was 6.0%. 
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Child abuse management in Hong Kong 
Doctors may encounter child abuse victims during their career when the injured child 
comes to seek treatment to their injury. They will then decide on their own whether 
they should report these cases to a number of governmental authorities such as the 
SWD and police, or semi-governmental agencies like the paediatric senior medical 
officers in hospitals, or other non-governmental organisations such as the Against 
Child Abuse. It is expected that reporting to governmental authorities may result in 
official investigation of the case and effectively stops the abuse from recurring. On 
the contrary, cases reporting to non-governmental agencies are likely to be 
intervened by social workers who focus on rebuilding relationships between the child 
and the parents. For severe cases, these agencies may also make report to 
governmental authorities. 
In order to facilitate proper management of child abuse cases, the SWD has 
published the Procedural Guidelines on Handling Child Abuse Cases to help 
professionals who work with children decide the necessary action.� This publication 
is not only a useful guideline for various professionals like doctors, nurses, teachers, 
social workers and police to follow, but also provides a detailed description on the 
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processes of assessment, investigation and follow up services nowadays in Hong 
Kong. 
According to the procedural guideline, the most important governing principle for 
referral and investigation is to protect the child and prevent further traumatised by 
the procedures. The procedures in handling child abuse cases are similar for all 
doctors no matter they are working in a hospital or clinic under Hospital Authority 
(HA), or working as private medical practitioners. They are suggested to inform the 
cases either to the Medical Coordinator on Child Abuse (MCAA) of the Department 
of Paediatrics in any HA hospital, the Social Work Officer/ Child Protection Special 
Investigation Team (SWO/CPSIT), or the Police/Child Protection Special 
Investigation Team (Police/CPSIT) through the contact information provided in the 
guideline. The CP SIT composes of social workers of the Family and Child Protection 
Services Unit of the SWD, clinical psychologists of the SWD and police officers of 
the Child Abuse Investigation Units. It is formed for joint investigation and 
video-recorded interviews for child abuse victims in order to reduce their trauma 
during the course of investigation.^^ On the other hand, doctors working in hospital 
can contact these groups through his/her consultant or senior Medical Officer for 
making a report. 
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Since child abuse training is not included in the professional training of doctors, they 
may lack sufficient knowledge or skills to handle the suspected abuse cases during 
their practice. In order to facilitate the identification of potential child abuse victims, 
an appendix of the procedural guideline included a comprehensive guide that outlines 
the typical indicators and symptoms of all types of abuse. On the other hand, in a 
recent article that discussed the management of child abuse in Hong Kong,^^ Cheung 
suggested that in case doctors need professional opinion on how to handle the 
suspected cases, they can consult to any of the aforementioned groups of 
professionals. 
Once a suspected child abuse case was referred to the FCPSU,^^ a caseworker would 
be assigned, and the potentially abused child would undergo medical and 
psychological evaluation. Within 10 working days, a multidisciplinary case 
conference would be called. This conference is an ad hoc meeting that involved 
relevant professionals from medical and mental health, education, social work, and 
law enforcement etc. It aimed at formulate action plans for subsequent intervention 
and follow up service for the victims, like enrolment to the Child Protection Registry, 
placement for substitute parental care. 
43 
In spite of the above actions, SWD and other non-govemmental organisations offer 
various welfare services to provide support to child abuse victims.^^ For example, 
two pilot projects of Batterer Intervention Programme are being organized by the 
SWD and the Hong Kong Family Welfare Society, which aim at effectively 
preventing and combating child abuse and other forms of domestic violence by 
providing counselling to the perpetrators. Moreover, SWD also collaborates with the 
Police to set up the Witness Support Programme to strengthen the support the abused 
victims who need to serve as witness in criminal proceedings. Finally, various hotline 
services are available for victims of child abuse or domestic violence. 
One controversy in this reporting and management system arises from the lack of 
consensus on the definition of child abuse. Child abuse can be presented in varying 
degree of severity, and it has been suggested that children with severer abuse, 
uncooperative parents or without significant progress after counselling should be 
reported.6° However，all these factors depend on individual judgment. Lee and So 
suggested that although procedural guidelines published by the SWD has provided a 
working definition to various types of child abuse, personal bias and experience can 
still interfere and result in different interpretations among each individual.^' 
Therefore, doctors and parents can have different views on what parenting 
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behaviours are appropriate and what are abusive. Similarly, such discrepancy also 
exists between individual doctors and they can have different judgments and 
decisions on whether they should report the suspected child abuse cases they 
encountered. 
Moreover, previous studies also reported that child abuse could cause considerable 
anxiety and uncertainty for Hong Kong doctors.^^ It is difficult for them to make a 
decision that yields the best outcome for the child and the family. On the one hand, 
doctors may agree that reporting can provide a multidisciplinary intervention. On the 
other hand, there exist many factors that deter them from making a report, including 
maintaining confidentiality, matters of consent, and the rights of the child and parents. 
Other factors that need to be considered before reporting include the severity and 
duration of abuse, the abuser's tendency to cooperate and willingness to receive 
treatment etc. 
Given the above controversies, it is not surprising that underreporting among doctors 
is common. It has been estimated that the notification rate to the Child Protective 
Services is as low as 1-2% of all abuse cases.^^ In order to combat with this problem, 
it has been suggested that Hong Kong should seriously consider the introduction of 
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some form of mandatory reporting system,^^ and thus penalties can result if they fail 
to report. Although there can be shortcomings for this implementation, such as the 
confidentiality issues and the degree of public's acceptance on such implementation, 
this can undoubtedly decrease under-reporting and enable much more child abuse 
victims to be identified and hence prevent further abuse. 
Summary 
Definition of child abuse varies across different cultures. The influence of the 
Chinese culture may increase people's tolerance towards parental disciplinary 
behaviours in Hong Kong. As mentioned in the beginning of this chapter, statistics 
on the Child Protection Registry shows that there is an increasing trend in the 
number of child abuse cases in recent years. Although the SWD has published a 
procedural guideline to aid various professionals to handle child abuse cases, some 
local research did show that doctors still encountered difficulty in handling these 
cases. Therefore, more support such as training on child abuse should be provided for 
doctors. 
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Chapter 4 Aims and Hypotheses 
The first aim of the present study was to measure the doctors' attitudes towards child 
abuse in Hong Kong, and more importantly, how their attitudes were related to their 
attitudes and behaviours of reporting suspected child abuse cases. In the previous 
chapter, I discussed the culturally sensitive nature of child abuse and Hong Kong 
parents were obligated to assert authority and inflict punishment on their children.^^ 
Moreover, there were also inconsistent findings on doctors' attitude towards corporal 
punishment. It would be therefore interesting to find out what attitudes do local 
doctors actually have towards childrearing and physical punishment. 
The second aim of the study was to measure Hong Kong doctors' reporting 
behaviours in their past clinical experience and what characteristics were associated 
with non-reporting behaviours. There are very few similar studies conducted in the 
local setting and thus a lack of data on the reporting behaviours among local doctors. 
In the present study, doctors were asked to indicate how many suspected child abuse 
cases they had encountered, and what proportion of them had been reported. The 
relationship between reporting behaviours and attitudes towards child abuse, together 
with demographic characteristics, would be investigated, 
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In Hong Kong, doctors do not have the legal responsibility to report the suspected 
child abuse cases they encounter during their practice. Doctors can decide on their 
own whether they should make a report when they encounter a suspected abuse cases 
and no criminal or civil penalties will be resulted for their failure to report. As a 
result, I anticipated that underreporting can be common in Hong Kong. As a result, in 
spite of their reporting behaviours, their perceived importance of various barriers to 
report will also be investigated. This enables us to obtain a more thorough picture on 
the decision making processes concerning their reporting behaviours. From these 
results, strategies to tackle these barriers can be planned accordingly. 
Lastly, given the recent debate on the effectiveness on mandatory reporting system in 
other countries，4i’48 it would be useful to investigate what opinions the local doctors 
had regarding mandatory reporting in the present study. In addition, I would try to 
establish the relationships between doctors' attitudes towards child abuse, reporting 
behaviours and attitudes towards mandatory reporting. 
One uniqueness of the present study was that, comparing to the foreign studies in 
which mandatory reporting system has already been in place during the investigation, 
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such system is not yet applied in Hong Kong. One important implication was that 
this finding could be very useful for the government in planning the most accepted 
and suitable reporting system in Hong Kong. As discussed before, child abuse should 
be understood in different way in different cultures. Therefore, it would be 
worthwhile to see which reporting system is most welcomed by local doctors. This 
study can be a crucial first step for possible policy change in the future. 
More specifically, the aims and hypotheses of the present study were given below. 
Objectives 
1. To investigate the attitudes towards child abuse among Hong Kong doctors, and 
its relationship with their reporting behaviours and their opinion on the 
implementation of mandatory reporting system; 
2. To find out the proportion of underreporting among local doctors, given that 
reporting is not a legal responsibility in Hong Kong; 
3. To identify barriers that deter Hong Kong doctors from reporting and 
accordingly, and; 
4. To determine the proportion of doctors who support the implementation of 
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mandatory reporting system and based on these findings, to propose an 
acceptable reporting system of child abuse in Hong Kong, 
Hypotheses 
We hypothesised: 
1. Hong Kong doctors were expected to have more tolerant attitudes towards 
corporal punishment than that reported in other countries. In other words, they 
were less likely to view parental disciplinary behaviours as abusive. 
2. Among the doctors who had less tolerant attitudes toward child abuse, they 
were expected to be more disapproval of corporal punishment. 
3. Among the doctors who had less tolerant attitudes toward child abuse, they 
were expected to have higher likelihood of suspecting and reporting child 
abuse. 
4. Among the doctors who had more positive attitudes toward reporting suspected 
child abuse, they were more likely to have made reports of child abuse cases in 
their practice, and more likely to support the implementation of mandatory 
reporting system in Hong Kong. 
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5. It is expected that more than half of the doctors would support the 
implementation of mandatory reporting system, given that about 52% of 
participants were found to support such system in one previous study. 
It is anticipated that the results of the present study would be useful in improving the 
child abuse management system in Hong Kong. Firstly, both the identification of 
doctor's attitudes that are associated with their reporting behaviours and important 
barriers that stop doctors from reporting are useful information when designing a 
tailor-made educational programme to promote doctors' reporting behaviours. This 
will enable more 'hidden' child abuse victims to be identified and get necessary 
multidisciplinary intervention. Secondly, the reporting behaviours of the practising 
doctors and their attitudes towards the current reporting system can reflect the 
effectiveness of the local reporting system. Their level of support to the 
implementation of mandatory reporting system is not only important information for 
the policy makers to realise a potential need of policy change, but also serves as a 
foundation for future research to explore how much this new policy will suit Hong 
Kong. 
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Chapter 5 Methods 
This study was a cross sectional survey that investigated the attitudes towards child 
abuse and reporting behaviours among local doctors. Their opinions on the 
implementation of mandatory reporting system in Hong Kong were also measured. 
Participants 
Sampling Frame 
Doctors who were students of the Diploma of Family Medicine (DFM) programme 
at the Chinese University of Hong Kong were the target participants for the present 
study. The main reason for choosing DFM students as participants was to achieve a 
satisfactory response rate. Since they were the students of the School of Public 
Health within the past few years, making use of the connection between them and the 
School could significantly increase the response rate. Moreover, there was no 
component concerning child abuse within the DFM curriculum. 
However, I admit that the generalisability of the results of this study can be sacrificed 
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using this sample frame. The DFM participants may not be a representative sample 
to other local practising doctors in general. There can be differences between the 
characteristics of these groups of doctors. For example, the DFM participants can be 
more willing to leam and adapt to new things and thus may have more open attitudes 
towards new policy. Moreover, there can also be inter-specialty difference in terms of 
their attitudes towards child abuse and reporting issues.^' However, although it is 
questionable to generalise the present results obtained from our sample to other local 
practising doctors, this study can serve as the starting point for future research in this 
area and the results obtained in the present study can serve as an reference for 
planning related further studies. 
From the course database, the demographic details of the DFM participants during 
their application were retrieved. 68.7% of them were male and their mean age was 
32.36. A majority of the doctors (80.9%) were practising in general practice, 
followed by accident and emergency (7.6%). 13.9% of them were members of 
professional colleges, among which most of them were the members of Hong Kong 
College of Family Physicians (7.7%). Moreover, about half of the doctors (42.3%) 
were working in public settings, such as in the hospitals under the Hospital Authority, 
while 30.4% were 'corporate doctors' who attached with a local medical group. The 
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remaining of them (27.4%) were working in private-solo practice. 
Sample size 
Sample size estimation was based on the primary research question of determining 
the proportion of doctors who supported the implementation of mandatory system. 
The formula used to calculate the sample size was ^ 
N = 4z2p(l-p)/w2 
in which z is the standard normal deviate for a two-sided a of 0.05 and equals to 
1.96; P is the expected proportion and W is the total width of confidence interval. 
Since no local data was available, the expected proportion was based on the results of 
a past study in US, in which 52% of doctors supported the mandatory reporting 
system.45 ^ j^ j j a 95% confidence interval, the total width of confidence interval 
chosen as 0.15 and an expected proportion of about 48% (i.e. 1 - 52%), the required 
sample size would be about 170. With an estimated of 50% response rate, the number 
of DFM participants invited would be 340. According to the student record, there 
were 339 students in the past six academic years, so invitation would be sent to the 
DFM students who studied or were studying in the academic year from 2001 to 2007. 
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Procedure 
Data collection was carried out from June to November 2006. It was purposely 
scheduled so that data could be collected in-class among students in recent two years. 
Permission to collect data was first obtained from the DFM Course Coordinator, 
Professor Albert Lee in the Department of Community and Family Medicine at the 
Chinese University of Hong Kong. Questionnaires were distributed to the students 
during the end of lessons after the purpose of the study had been explained. Each 
doctor needed about 10 minutes to complete the questionnaire and they were asked to 
return the questionnaire immediately after they had finished. 
For those who have completed the DFM Programme, invitation for participation was 
sent to them by mail. The questionnaire, together with a consent form, a cover letter 
and a prepaid self-addressed envelope would be mailed to their corresponding 
address. The cover letter described the purpose of the present study, how their 
information was obtained, and a sincere invitation to ask them to join this study. The 
consent form (Appendix 1)，which was attached on the first page of the questionnaire 
to ensure each doctor had read through it before filling out the questionnaire, 
explained that their participation was in voluntary basis and all their information 
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provided would be kept completely confidential. Moreover, in order to maintain 
anonymity, name of participants were not required. 
In order to further increase the response rate, a total of three mailings have been done. 
The mailings were carried out in a three-week interval. In addition to the mentioned 
materials, a personalised reminder note was sent to each participant to encourage 
their participation. Some previous studies had demonstrated the effectiveness of the 
personalised mailout packages.^^ Moreover, a lucky draw was used to increase the 
doctors' motivation to participate. 20 winners could win a cash coupon of $200. For 
the purpose of delivery of price, participants were asked to provide their contact 
information, but this was completely voluntary and they were told that this 
information sheet would be detached from the main questionnaire once the 
researchers had received the questionnaire. 
Measures 
The measures used in the present study were adapted from the questionnaires that 
had been published in the past studies. Since all doctors were highly educated and in 
order to avoid any translation error, the original English version of the scales were 
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used. The whole questionnaire was pilot tested by six practising doctors and the 
content was deemed satisfactory and suitable to be used in the local setting. Specially, 
the facets of questionnaires included 
1. Attitude towards child abuse: A 23-item scale was first developed by Morris and 
his c o l l e a g u e s ? and was later adapted in a study conducted in I s r a e l , These 
items listed 23 types of disciplinary behaviours, with 17 of them involved 
physical punishment and the rest were neglectful behaviours. Doctors were 
required to indicate whether they thought the described behaviours were either 
(1) appropriate as disciplinary act, (2) inappropriate as disciplinary act, or (3) 
inappropriate as disciplinary act and could be classified as abuse (Appendix 2). 
Their scores would then be recoded to either 0 for answering (1)，and -1 for 
answering (2) or (3) in each item. A 'tolerance score' was then calculated by 
averaging the recoded scores, which would be of range from 0 to -1. A more 
negative tolerance score implied a less tolerant attitude towards child sexual 
abuse. 
2. Attitude towards sexual abuse: A 10-item scale was adapted from Tang's study 
which measured the attitudes toward sexual abuse (Appendix This scale 
had been validated and culturally adjusted, and tested in local setting.^^"^^ Six of 
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the items described sexual behaviours with physical contacts, and the remaining 
4 of them were non-contact sexual behaviours. The responding doctors were 
asked to make their own definition of sexual abuse by indicating how much they 
would agree the listed behaviours were sexually abusive in a 4-point Likert 
scale (1-strongly disagree; 4- strongly agree). A higher score implied a less 
tolerant attitude towards child sexual abuse. 
3. Opinions on child abuse issues: Adapted from Feng and Levine's study in 
Taiwan, five separate items were used to measure the doctors' attitudes 
towards child abuse per se (Appendix 4). Doctors were asked to indicate how 
much they would agree on each item in a 6-point Likert point scale (1 for 
strongly disagree and 5 for strongly agree), which reflected their perceptions on 
different issues of child abuse. 
4. Attitude towards corporal punishment: Another 6-item scale measured their 
attitudes towards childrearing and discipline (Appendix 5) was adapted from 
Feng and Levine's study?^ Dcotors were required to indicate how much they 
would agree on these items in a 6-point Likert scale. The Cronbach alpha of the 
scale was satisfactory at 0.80. The lower the average score, the more negative 
attitudes the respondents had towards child discipline. 
5. Barriers to report: A 10-item scale was adapted from King et al.'s study to 
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measure the perceived importance of various barriers towards reporting among 
the responding doctors (Appendix 6 ) , The scale composed of two subscales, 
one measured the professional concern about reporting and another measured 
their concern about the child or case. The Cronbach alphas of these two 
subscales were 0.65 and 0.66 respectively. In order to avoid bias raised by their 
tendency to provide socially desirable responses in the present study, the 
questions will be framed as referring to a third person when asking their 
perceived barriers to report, i.e. why 'other doctors' choose not to report child 
abuse. This method had been used in several past studies.^^'^^ 
6. Attitudes towards mandatory reporting: Adapted from Delaronde et al's study, 
three vignettes of reporting system would be presented to the respondents 
(Appendix 7). The first vignette provided a description of mandatory reporting 
system; the second vignette described a reporting system in which only severe 
types of abuse were needed to be reported. The last vignette was self 
constructed which described the existing reporting policy in Hong Kong, in 
which doctors have no legal responsibility to report suspected cases. Doctors 
were asked to choose one reporting system that they would prefer to be 
implemented in Hong Kong. 
7. Attitudes towards reporting system in Hong Kong: Doctors were asked how 
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satisfied they were to the present reporting system in Hong Kong in a 5-point 
Likert scale (Appendix 8). They were also asked which organisations they 
would prefer in case they needed to report in the future. 
8. Previous experience on handling child abuse case: Doctors were asked how 
much cases of suspected child physical and sexual abuse cases they had 
encountered in the past 12 months and in their professional career, and how 
many of them they had made a report (Appendix 8) 
9. Demographic information: Demographic information of doctors would be asked, 
including age, gender, marital status and number of children they had, position 
and specialties, year of practice, details of post graduate qualifications and any 
child abuse training before (Appendix 9). 
Ethical considerations 
Before the study was conducted, ethics approval was obtained from the Survey and 
Behavioural Research Ethics Committee at the Chinese University of Hong Kong. 
Doctors were required to sign on the consent form before filling in the questionnaire. 
In the consent form, the reasons underlying the nature of the study were explained to 
potential respondents. The students were told that their participation was voluntary 
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and anonymous, and all their information provided will be kept completely 
confidential. Moreover, they were also explained that their study would absolutely 
not be affected even they refused to participate. The completed questionnaires for the 
study were stored in a locked cabinet in the School of Public Health, the Chinese 
University of Hong Kong, which would be destroyed 2 years after the completion of 
the study. 
Data Analysis 
Data were entered and cleaned using the statistical software SPSS. Descriptive 
statistics like means, standard deviations were first obtained. Participants who 
supported the implementation of either one mandatory reporting system would be 
grouped to compare with the others who did not support. Differences in 
demographics and attitudes between those who supported and not supported the 
mandatory reporting system would be investigated, either by chi-square test and odds 
ratio (OR) with 95% confidence interval (95%CI) for ordinal variables, and 
independent sampled T-test for continuous variables. Fisher's Exact Test was used 
instead in case there was any cell with expected count less than five. Similar 
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comparisons were also carried out between those who had ever reported suspected 
abuse cases and those who did not. 
In order to measure the independent effect of various variables on doctors' reporting 
behaviours and their support to the implementation of mandatory reporting system, 
logistic regression would be conducted. The two dependent variable would be 
recoded into a dichotomous variable, i.e. whether they have ever made a report or not 
in their professional career and whether they would support such implementation or 
not. All the independent factors that had been found to be significantly associated 
with the dependent variables would be entered into the regression model in order to 
find out whether they could independently predict the occurrence of dependent 
variables. 
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Chapter 6 Results 
Among the 339 doctors that were approached, 171 of them had completed and 
returned the questionnaire. The resulting response rate was 50.4%. With the database 
of all the DFM students in the past six years, the demographic details of respondents 
and non-respondents were compared (Table 1). It was found that age was 
significantly related to their likelihood of participating this study. Those who were 
younger than 30 years old were found to be more likely than those who were older to 
participate in this study (78.2% vs 38.9%, OR 5.61; 95%CI 3.18-9.91). 
Characteristics of responding doctors 
The more detailed demographic information of the respondents were presented in 
Table 1. Among the 171 doctors who participated in this survey, 114 of them (66.9%, 
not shown in the Table) were male and one- third (38.5%) were parents. Their ages 
ranged from 25 to 71 years with a mean age of 35.0 years. The mean number of years 
in practice was 8.11 years. The majority of them (84.4%) were GPs and the average 
daily number of child patients encountered was 12.4 persons. In terms of their 
postgraduate education, besides the currently enrolled/ completed Diploma of Family 
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Medicine, 23 of them (13.5%) were also members or fellows of a professional 
college. However, very few of them had reportedly received education on child abuse: 
Only 15 (8.9%) of them reported to have received such training in the past. 
Definition of child abuse 
Physical abuse 
Doctors' definition of child physical abuse was measured by their perceived 
appropriateness of a list of 23 parental disciplinary acts. The responses to individual 
items were presented in Table 2. A tolerance score was calculated for each doctor 
which reflected how tolerant their attitudes towards child abuse were. As mentioned 
in the Chapter 5，this tolerance score ranged from 0 to -1 and a more negative 
number indicated less tolerant attitudes towards child abuse. Among our sample, the 
mean score was -0.87 (SD = 0.09). This implied that on average, nearly 90% of the 
listed behaviours were considered as inappropriate disciplinary acts. On the other 
hand, it was further found that Hypothesis 1 was not supported, since the 
participating doctors were found to have more negative scores comparing to the 
Israel doctors, whose score range was between -0.36 and -0.70.^' 
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According to the data, these behaviours could be generally classified into three 
groups according to the perceived appropriateness among the doctors. The first group 
was 'appropriate disciplinary behaviours'. These behaviours included 'take away 
privilege', 'stand in comer' and 'spank bottom lightly with open hand'. A majority of 
doctors (61.40/0-72.50/0) considered the behaviours in this group as appropriate. 
The second group included a number of inappropriate parental behaviours. Examples 
included 'physical restraint, hold child still', 'send to bed without supper', 'lock in 
room for 15 minutes', 'spank bottom with open hand, leaving red，and 'slap face 
lightly with open hand'. A majority of doctors (39.8%-59.1%) rated these behaviours 
as inappropriate, with smaller proportion of them (27.5%-37.4%) would consider 
them as abusive to children. 
The last group was the 'abusive behaviours'. All the behaviours classified in this 
group were considered as abusive by most of the doctors (53.2%-98.8%), and most 
of them resulted in red, bruise or other more severe injury to the children. These 
included 'lock in room for 1 hour', 'spank with belt lightly', 'slap face with open 
hand, leaving red', 'squeeze or twist, producing pain', 'spank with belt, leaving red'. 
Furthermore, there are even fewer controversies for some violent behaviours in 
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which more than 80% of doctors considered them as abusive. These included 'spank 
bottom with open hand, leaving bruise', 'spank with belt，leaving bruise', 'strike with 
object, leaving bruise', 'physical restraint, tie child', 'lock in room all day or night', 
'kick leaving bruise', 'strike with fist leaving bruise', 'bum leaving mark', 'hit and 
fracture rib' and 'hit and injure head, making child unconscious'. 
Sexual abuse 
A list of 10 sexual behaviours was presented to the respondents and they were asked 
how much they would agree them as 'sexually abusive'. Among these 10 items, four 
of them involved non-contact sexual behaviours and another six involved contact 
sexual behaviours. The descriptive statistics for these items were listed in Table 3. 
With a score range between 1 and 4，the average score of the attitudes towards sexual 
abuse is 3.55 (standard deviation (SD) = 0.88). This showed that in general, doctors 
strongly agreed that all the listed sexual behaviours were abusive. The frequency 
within each item further showed that more than 90% of doctors considered all the 
behaviours were sexually abusive. Moreover, the score of attitudes towards 
non-contact and contact sexual behaviours were 3.42 (SD = 0.89) and 3.63 (SD = 
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0.90) respectively (Table 3). Paired sample T-test further showed that the score of 
contact behaviours was significantly higher than that for non-contact behaviours 
(T(170) = -8.41，p < 0.001). This implied the sampled doctors were less tolerant 
towards inappropriate contact sexual behaviours compared to contact ones. 
The relationships between doctors' demographic characteristics and their definition 
of physical abuse sexual abuse were investigated. These characteristics included 
doctor's age, gender, parental status, number of years in practice and their previous 
training on child abuse. The results of all chi square tests suggested that there was no 
significant relationship between them. 
Attitudes towards corporal punishment and opinions on child abuse issues 
A total score (ranged from 6 to 36) was calculated for each doctor to investigate how 
much they supported the use of corporal punishment, and a higher score implied a 
more supportive attitude (Table 4). The resulting mean score was 17.12 (SD = 5.92), 
which meant that they tended to oppose to the use of corporal punishment. This 
attitude can be better described when looking at the frequency of responses for each 
individual item (Table 4). Most of them (86.5%) thought that it was not appropriate 
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for parents to slap their children who talked back. Moreover, a majority of the 
respondents were found to have opposing attitudes towards corporal punishment. 
They thought that corporal punishment was not effective in educating children 
(67.3%) and they would consider it as abusive (60.8%). Moreover, they intended not 
to use it to their own children (65.5%) and disagreed that parents who spare the rod 
will spoil the child (62.6%). They also disagreed that parents have the absolute right 
to decide how to discipline their children (67.3%). 
Table 4 also described the results of five separate questions aimed to investigate the 
doctor's opinions on the child abuse issues. A total of 91.2% of respondents agreed 
that child abuse was a serious problem that warranted future research. Moreover, a 
vast majority of doctors thought that protection from child abuse required more than 
the power of an individual (97.1%) and government had the responsibility to 
intervene when child abuse occurred (95.9%). At the same time, only 39.2% of 
doctors thought that the current policy was doing enough to prevent child abuse; 
88.9% of doctors disagreed that child abuse was a family matter and not for others to 
intervene. 
Results of independent sampled T-tests and Chi Square tests showed that several 
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demographic characteristics were associated with their attitudes towards corporal 
punishment (Table 5). Comparing to the older (aged 31 or above) and more 
experienced (6 years or more in practice) doctors, younger (T(164) = 2.86, p = 0.01) 
and less experienced doctors (T(164) = 2.44, p = 0.02) were significantly more 
supportive towards the use of corporal punishment. Moreover, doctors who were 
parents were also found to be less supportive towards corporal punishment (T(167)= 
3.24, p < 0.001). 
In terms of the doctors' opinions on child abuse issues, chi square tests were used to 
investigate whether there was any association with doctor's demographic details. 
Only one significant association was found, in which the more experienced doctors 
were also less likely to agree that the current policy was doing enough to prevent 
child abuse (49.3% vs 33.7%，OR 0.52; 95%CI 0.28-0.98; Table 5). 
On the other hand, results also suggested that various doctors' attitude towards 
corporal punishment was also associated with their definition of physical abuse 
(Table 6). Specifically, among those who did not intent to use corporal punishment to 
their children (T(94) = -2.68, p = 0.01) and agreed that corporal punishment was 
abusive (T(llO) = -2.79，p = 0.01)，they were found to have less tolerant attitudes 
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towards corporal punishment. These results provided supporting evidences to 
Hypothesis 2. 
Reporting behaviours among doctors 
Doctors' reporting behaviours were measured by the proportion of suspected abuse 
cases that was reported in the past one year and in their professional career. It was 
found that in the previous year, 45 (26.3%) of doctors has encountered suspected 
child physical abuse cases. Among them, only 12 (26.7%) reported all the suspected 
cases, while 26 (57.8%) admitted to have never reported any cases. For sexual abuse, 
18 (10.5%) doctors has encountered suspected case in the past year, among which 
only 5 (27.8%) of them claimed to have reported all the encountered cases, while 9 
(50%) of them never made a report. 
In their professional career, 79 (46.2%) of doctors has encountered suspected child 
physical abuse cases. No association between their definition of physical abuse and 
the likelihood of suspecting physical abuse cases was found (p=0.65; Table 7). 
Among these doctors, 29 of them (36.7%) reported all the suspected cases and 33 
(41.8%) had never reported any cases. On the other hand, 40 (23.4%) doctors had 
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encountered suspected sexual case. Those who had less tolerant attitudes towards 
sexual abuse were significantly more likely to have suspected sexual abuse in the 
past (T(126) = -2.47, p = 0.02; Table 7). Hypothesis 3 was thus supported. 19 of them 
(47.5%) had made reports for all the encountered cases, while 16 (40%) of them 
never made a report. Combining these two types of abuse, 95 doctors have 
encountered at least one child abuse case in the past. 34 of them (35.8%) reported 
that they had made reports for every suspected case. However, 38 of them (40.0%) 
have never reported any suspected cases. 
Comparing with younger doctors, doctors who aged 31 or above were found to be 
more likely to have reported suspected sexual abuse cases in the past (OR 4.75, 
95%CI 1.11-20.39) (Table 7). Moreover, Fisher's Exact Test showed that doctors 
who had received training on child abuse were marginally more likely to have made 
reports for suspected abuse cases in the past (OR 7.00, 95%CI 0.85-57.89) (Table 7). 
Specifically, only 56.3% of 'untrained' have ever made a report in the professional 
career, but this figure was much higher (90.0%) for the trained doctors (p=0.05). On 
the other hand, doctors' definition of abuse was not related to their reporting 
behaviours (Table 7), which is contradictory to our expected finding in Hypothesis 3. 
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Doctors' perceived importance of barriers and their relationships with reporting 
behaviours 
The descriptive results that measured the factors that deterred doctors from making a 
report for suspected abuse cases and their perceived importance of different barriers 
were presented in Table 8. It was found that from the doctor's point of view, the most 
important barrier to report was lack of sufficient evidence, with 65.5% of doctors 
considered it as 'very' or 'extremely' important barrier. The second most important 
barrier was the reluctance to get involved with the courts or legal systems (42.9%), 
followed by thinking that reporting process is too consuming (42.1%). Furthermore, 
paired T-test showed that doctors perceived the case-related concerns as more crucial 
factors than the professional-related concerns that deterred them from making a 
report (T(169) = 14.69，p < 0.01). 
Table 9 showed the relationships between reporting behaviours and the perceived 
importance of barriers among doctors. Those who considered 'concern about 
maintaining anonymity' as important were nearly four times (OR 0.27; 95%CI 
0.11-0.67) more likely to report than those who thought it as ‘moderately’ or 'very' 
important. Moreover, doctors who did not think 'reporting may produce more harm 
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than good to the child' as a very important barrier were also nearly four times more 
likely to report (OR 0.27; 95%CI 0.08-0.86)，while those who did not think 
'reporting may produce more harm than good to the family' as a very important 
barrier were nearly five times more likely to report (OR 0.21; 95%CI 0.06-0.73). It is 
further found that those doctors who considered 'unwilling to get involved with legal 
system' as not important barrier were about three times (OR 0.31; 95%CI 0.11-0.85) 
more likely to have ever made a report for physical abuse case, comparing with those 
who thought it as 'moderately' or 'very' important. These results suggested that their 
attitudes towards reporting was associated with their reporting behaviours and thus 
supported Hypothesis 4. 
Further to these results, logistic regression test was conducted with the dichotomised 
variable of previous reporting behaviours (have reported versus never reported) as 
the dependent variable. All the associated factors including 'age', 'previous child 
abuse training' and the aforementioned four barriers were entered into the model. 
Another barrier ‘unwilling to jeopardise the relationship with the child and/ or 
family' was borderline associated with reporting behaviours, and was also entered to 
the model. On the other hand, other variables which had been found as correlates of 
reporting behaviours were also entered into the test as the potential confounders. 
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These included gender, satisfaction towards present reporting system and their 
attitudes towards corporal punishment. ^ ^ 
Results showed that only one barrier, 'concern about maintaining anonymity', could 
independently predict the reporting behaviours among the participating doctors. 
Those who did not consider it as an important barriers were about 3 times (OR 0.29; 
95%CI 0.09-0.90) more likely to have made a report in the past, comparing with 
those who thought it as a 'moderately' or 'very' important barrier (Table 10). 
Doctors' attitudes towards local reporting system 
In order to understand doctors' comment on the reporting system in Hong Kong, they 
were further asked to indicate how much satisfactory were they towards the present 
reporting system, and their choice of organizations to which they would report. The 
results showed that only 13.3% of doctors were satisfied, and 0.6% were very 
satisfied with the present reporting system. Simultaneously, the proportion of doctors 
who felt dissatisfied and very dissatisfied were higher at 24.1% and 6.6% 
respectively. Over half of them (55.4%) provided neutral response. However, their 
level of satisfaction was not related to their reporting behaviours. 
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If a report was to be made, nearly half of doctors (48.2%) would choose to report to 
the Police followed by the Paediatric Department in HA hospitals (40.9%) and Social 
Welfare Department (38.6%). Only a few of them would choose to report NGOs 
(12.3%). 
Moreover, data suggested how they perceived the importance of various barriers was 
associated with their choice of organisations to which they would make a report 
(Table 11). For example, those who thought 'unwilling to jeopardize the relationship 
with the client's family' as a 'very important' barrier were four times (OR 4.18; 
95%CI 1.62 -10.81) more likely to report to NGOs than those who thought it as only 
'moderately' or ‘not important'. Similarly, those who consider it as a 'moderate' or 
'very important' barrier were also nearly three times more likely to report to SWD, 
comparing with those who thought it as ‘not important' (OR 2.79, 95%CI 1.38-5.64). 
On the other hand, those who considered 'respect for cultural differences in child 
rearing' as a 'very' important barrier were more likely to report to both NGOs (OR 
4.24, 95%CI 1.56-11.58) but less likely to report to the Police (OR 0.39, 95%CI 
0.16-0.94). Those who considered 'concerning on maintaining anonymity’ as 'very 
important' barrier were more likely to report to NGOs (OR 2.66，95%CI 1.03-6.85) 
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but less likely to report to the police (OR 0.44，95%CI 0.21-0.90). Lastly, those 
doctors who thought 'reporting may do more harm than good to the family' as 'very 
important' barrier were about 40% less likely to report to both SWD (OR 0.38, 
95%CI 0.15-0.94) and Police (OR 0.41, 95%CI 0.18-0.93). 
Despite their dissatisfaction of the current system, it was found that about one third 
of them (32.7%) would support the implementation of mandatory reporting system. 
Since fewer than half of the doctors supported this system, Hypothesis 5 was thus 
rejected. Specifically, 26.5% of them would support the mandatory reporting for 
severe abuse cases only, for example, sexual abuse and severe physical abuse. 
Another 6.2% would support such implementation to be applicable for all the 
suspected cases. The relationships between doctors' support to such system with 
other various variables, such as their demographic characteristics, satisfaction 
towards current reporting system and reporting behaviours, definition of abuse, 
opinions on child abuse, attitudes towards corporal punishment and their perceived 
importance of various barriers were explored. The results showed that most of these 
variables were not associated with their choice of reporting system (Hypothesis 4 
rejected), except that the only factor that was associated with this attitude was the 
previous child abuse training (Table 12). Those who have such training in the past 
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were 9.43 times (95%CI 2.49-35.71) more likely to support the implementation of 
mandatory reporting regulation. 
The effect of 'past child abuse training' on the participating doctors' preferred 
reporting system was tested by the logistic regression. Gender, specialty and past 
reporting behaviours, which were previously found to be associated with the choice 
of reporting sys t em,were also entered into the model as the potential confounders. 
Moreover, since degree of certainty required for reporting a suspected case was also 
reported as a f a c t o r , t h e variable 'lack of sufficient evidence' was also included. As 
seen in Table 12, the results further proved that child abuse training in the past could 
significantly predict the support of the mandatory reporting system among doctors 
(OR 4.84, 950/oCI 1.01-23.27). They were 10.87 times more likely to support the 
mandatory reporting system comparing with those who had never received such 
training in the past. 
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Table 1 Demographic information of responding (N=171) and non-responding doctors 
Overall Respondents Non-respondents OR 
n % n % n % (95%CI) 
Age (Mean = 35.00; SD = 9.62) 
30 or younger 87 25.7 68 78.2 19 21.8 5.61 
31 or older 252 74.3 98 38.9 154 61.1 (3.18-9.91)* 
Gender 
Male 233 68.7 113 48.5 120 51.5 0.84 
Female 106 31.3 56 52.8 50 47.2 (0.53-1.33) 
Specialty 
GP 245 80.9 141 84.4 104 76.5 1.67 
others 58 19.1 26 15.6 32 23.5 (0.94-2.97) 
Member / Fellow of professional college 
Yes 47 13.9 23 13.5 24 14.3 0.93 
No 291 86.1 148 86.5 143 85.6 (0.50-1.72) 
Are you a parent? 
Yes N.A." 65 38.5 N.A." 
No N.A.# 104 61.5 N.A." 
Any child abuse training in the past? 
Yes N.A." 15 8.9 N.A." 
No N . A / 153 91.1 N . A / 
Number of years in practice Mean = 8.11; SD = 7.42 
Mean number of child patients Mean = 12.35; SD = 18.62 
* significant at 0.05 level 
#N.A. stands for data not available 
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Table 2 Results of definition of child physical abuse among doctors 
Appropriate as Inappropriate 
discipline as discipline Abuse 
Items (N= 171) n (%) n (%) n (%) 
Take away privilege 108 (63.2%) 53 (31.0%) 10(5.8%) 
Stand in comer 124 (72.5%) 43 (25.1%) 4 (2.3%) 
Span bottom with open hand lightly 105 (61.4%) 56(32.7%) 10 (5.8%) 
Physical restraint, hold child still 42 (24.6%) 68 (39.8%) 61(35.7%) 
Send to bed without supper 11(6.4%) 101 (59.1%) 59 (34.5%) 
Lock in room for 15 minutes 39 (22.8%) 85 (49.7%) 47 (27.5%) 
Spank bottom with open hand, leaving red 28(16.4%) 94 (55.0%) 49(28.7%) 
Slap face with open hand lightly 9 (5.3%) 98 (57.3%) 64 (37.4%) 
Lock in room for 1 hour 4 (2.3%) 69 (40.4%) 98 (57.3%) 
Spank with belt, etc, lightly 6(3.5%) 53 (31.0%) 112(65.5%) 
Slap face with open hand leaving red 4 (2.3%) 61 (35.7%) 106 (62.0%) 
Squeeze or twist, producing pain 8(4.7%) 72 (42.1%) 91(53.2%) 
Spanking bottom with open hand, leaving bruise 1 (0.6%) 28 (16.4%) 142 (83.0%) 
Spank with belt, etc, leaving red 2(1.2%) 35 (20.5%) 134 (78.4%) 
Spank with belt leaving bruise 1 (0.6%) 17 (9.9%) 153 (89.5%) 
Strike with object leaving bruise 1 (0.6%) 15 (8.8%) 155 (90.6%) 
Physical restraint, tie child 0(0.0%) 24(14.0%) 147 (86.0%) 
Lock in room all day or night 0 (0.0%) 13(7.6%) 158 (92.4%) 
Kick leaving bruise 1 (0.6%) 5 (2.9%) 165 (96.5%) 
Strike with fist leaving bruise 0(0.0%) 9 (5.3%) 162 (94.7%) 
Bum leaving mark 0 (0.0%) 2(1.2%) 169 (98.8%) 
Hit and fracture ribs 0(0.0%) 2(1.2%) 169 (98.8%) 
Hit and injure head, making child unconscious 0(0.0%) 2(1.2%) 169 (98.8%) 
Tolerance score 
Mean = -0.87，SD = 0.09 
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Table 3 Results of definition of child sexual abuse among doctors 
Strongly Strongly 
disagree Disagree Agree agree 
n (%) n (%) n (%) n (%) 
Non-contact sexual behaviours 
Mean score =3.42, SD = 0.89 
Engaging in sexual intercourse in front of 1 13 57 100 
children (0.6%) (7.6%) (33.3%) (58.5%) 
Taking pornographic pictures of children 0 2 33 136 
(0.0%) (1.2%) (19.3%) (79.5%) 
Masturbating in front of children 0 2 33 136 
(0.0%) (1.2%) (19.3%) (79.5%) 
Asking children to fondle children's own sex 0 2 32 137 
organs (0.0%) (1.2%) (18.7%) (80.1%) 
Contact sexual behaviours 
Mean score = 3.63，SD = 0.90 
Asking children to fondle adult's sex organs 0 0 19 152 
(0.0%) (0.0%) (11.1%) (88.9%) 
Asking children to kiss adult's sex organs 0 0 12 159 
(0.0%) (0.0%) (7.0%) (93.0%) 
Fondling children's breasts and/or sex organs 0 0 17 154 
(0.0%) (0.0%) (9.9%) (90.1%) 
Asking children to swallow adult's semen 0 0 8 163 
(0.0%) (0.0%) (4.7%) (95.3%) 
Penetrating children's vagina/anus with foreign 0 0 8 163 
objects (0.0%) (0.0%) (4.7%) (95.3%) 
Having sexual intercourse with children 0 0 6 165 
(0.0%) (0.0%) (3.5%) (96.5%) 
All sexual behaviours 
Mean score = 3.55, SD = 0.88 
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Table 4 Doctors' response on their opinion on the child abuse issue and attitudes towards corporal 
punishment 
strongly somehow somehow strongly 
disagree disagree disagree agree agree agree 
n (%) n (%) n (%) n (%) n (%) n (%) 
Opinion on the child abuse issue 
Child abuse is a serious problem 0 4 11 34 55 67 
that warrants future research (0.0%) (2.3%) (6.4%) (19.9%) (32.2%) (39.2%) 
Protection from child abuse 0 1 4 25 52 89 
requires more than the power of (0.0%) (0.6%) (2.3%) (14.6%) (30.4%) (52.0%) 
one individual 
Governmental institution should 0 2 5 26 66 72 
have the responsibility to intervene (0.0%) (1.2%) (2.9%) (15.2%) (38.6%) (42.1%) 
whenever child abuse occurs 
The current policy toward child 7 36 61 50 14 3 
abuse is doing enough to prevent (4.1%) (21.1%) (35.7%) (29.2%) (8.2%) (1.8%) 
child abuse 
Child abuse is a family matter not 83 57 12 12 4 3 
for others to intervene (48.5%) (33.3%) (7.0%) (7.0%) (2.3%) (1.8%) 
Attitudes towards corporal punishment 
Mean= 17.12, SD = 5.92 
It is OK for parents to slap their 34 65 49 14 7 2 
children who talk back (19.9%) (38.0%) (28.7%) (8.2%) (4.1%) (1.2%) 
Corporal punishment is an effective 23 53 39 38 15 3 
way to educate children (13.5%) (31.0%) (22.8%) (22.2%) (8.8%) (1.8%) 
I intend to use physical punishment 28 43 41 37 17 5 
with my children when needed (16.4%) (25.1%) (24.0%) (21.6%) (9.9%) (2.9%) 
I don't consider physical 29 36 39 41 20 6 
punishment as child abuse (17.0%) (21.1%) (22.8%) (24.0%) (11.7%) (3.5%) 
Parents who spare the rod will spoil 18 45 44 44 13 7 
the child (10.5%) (26.3%) (25.7%) (25.7%) (7.6%) (4.1%) 
Parents have the absolute right to 32 41 42 40 13 3 
decide the ways they discipline (18.7%) (24.0%) (24.6%) (23.4%) (7.6%) (1.8%) 
their children 
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Table 5 Significant relationships of doctors' demographic variables with their attitudes towards 
corporal punishment and child abuse 
Total score on attitudes towards 
corporal punishment" 
Mean SD T p value in T test 
Age 
30 or below 18.56 5.48 2.86 0.01* 
31 or above 16.00 5.80 
Are you a parent? 
Yes 15.34 5.41 3.24 <0.01* 
No 18.30 6.00 
Years in practice 
5 years or fewer 18.42 5.75 2.44 0.02* 
6 years or more 16.19 5.92 
Current policy toward child abuse is 
doing enough to prevent child abuse 
Disagree Agree OR 95% CI 
Years in practice 
5 years or fewer 36(50.7%) 35 (49.3%) 0.52 0.28-0.98* 
6 years or more 63 (66.3%) 32 (33.7%) 
"A higher score stands for more supportive attitudes towards corporal punishment 
* significant at 0.05 level 
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Table 6 Relationships of doctors' attitudes towards punishment with their definition of physical abuse 
Definition of child 
physical abuse # 
(tolerance score) 
Mean SD T value p value 
It is OK for parents to slap their disagree -0.87 0.09 0.27 0.79 
children who talk back agree -0.88 0.10 
Corporal punishment is an disagree -0.88 0.08 -1.16 0.25 
effective way to educate children agree -0.86 0.10 
I intend to use physical disagree -0.89 0.08 -2.68 0.01* 
punishment with my children agree -0.85 0.10 
when needed 
I don't consider physical disagree -0.89 0.07 -2.79 0.01* 
punishment as child abuse agree -0.85 0.10 
Parents who spare the rod will disagree -0.88 0.08 -0.25 0.81 
spoil the child agree -0.87 0.10 
Parents have the absolute right to disagree -0.88 0.08 -1.94 0.06 
decide the ways they discipline agree -0.85 0.10 
their children 
料 A more negative stands for less tolerant attitudes towards child physical abuse 
* significant at 0.05 level 
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Table 7 Relationships between doctors' definition of child abuse and their likelihood of suspecting and 
reporting abuse cases 
Ever suspect child physical abuse? 
Yes No T value p value 
Definition of child Mean -0.88 -0..87 0.45 0.65 
physical abuse # SD 0.09 0.09 
Ever suspect child sexual abuse? 
Yes No T value P value 
Definition of child Mean 3.78 3.49 -2.47 0.02* 
sexual abuse # SD 0.51 0.95 
Ever report child physical abuse? 
Yes No T value P value 
Definition of child Mean -0.87 -0.87 0.15 0.88 
physical abuse # SD 0.09 0.09 
Ever report child sexual abuse? 
Yes No T value P value 
Definition of child Mean 3.65 3.61 -0.32 0.75 
sexual abuse ^ SD 0.78 0.71 
Ever report child sexual abuse? 
Yes No OR 95% CI 
Age 30 or below 4 (33.3%) 8(66.7%) 4.75 1.11-20.39* 
31 or above 19 (70.4%) 8 (29.6%) 
Ever report child abuse? 
Yes No OR 95% CI 
Any child abuse Yes 9 (90.0%) 1 (10.0%) 7.00** 0.85-57.89 
training in the past? No 45 (56.3%) 35 (13.8%) 
#A more negative stands for less tolerant attitudes towards child physical abuse 
** A higher score stand for less tolerant attitudes towards child sexual abuse 
** Fisher's Exact Test was used because one cell had expected count less than 5 
* significant at 0.05 level 
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Table 8 Doctors' perceived importance of the barriers that deter them from reporting 
Not Somewhat Average Very Extremely 
important important important important important 
n (%) n (%) n (%) n (%) n (%) 
Case related concern* 
Mean total score = 15.66，SD = 3.79 
Lack of sufficient evidence 1 9 49 83 29 
(0.6%) (5.3%) (28.7%) (48.5%) (17.0%) 
Respect for cultural differences 32 52 60 23 4 
in child rearing practices (18.7%) (30.4%) (35.1%) (13.5%) (2.3%) 
Child Protection Service 52 43 50 26 0 
intervention is not (30.4%) (25.1%) (29.2%) (15.2%) (0.0%) 
effective 
Reporting a suspected case may 46 41 52 26 6 
produce more harm than good for (26.9%) (24.0%) (30.4%) (15.2%) (3.5%) 
the child 
Reporting a suspected case may 43 44 52 26 6 
produce more harm than good for (25.1%) (25.7%) (30.4%) (15.2%) (3.5%) 
the family 
Child is already known to the 62 40 44 24 1 
Child Protective Services (36.3%) (23.4%) (25.7%) (14.0%) (0.6%) 
Professional related concern* 
Mean total score = 11.71，SD = 3.71 
Unwilling to jeopardize the 19 40 57 45 10 
relationship with the child or (11.1%) (23.4%) (33.3%) (26.3%) (5.8%) 
his/her parents 
Concern about maintaining 31 39 59 37 5 
anonymity (18.1%) (22.8%) (34.5%) (21.6%) (2.9%) 
Reporting process is too time 29 29 41 59 13 
consuming (17.0%) (17.0%) (24.0%) (34.5%) (7.6%) 
Do not want to get involved with 20 34 43 51 22 
the courts or legal system (11.8%) (20.0%) (25.3%) (30.0%) (12.9%) 
* A higher score stands for a higher perceived importance of barriers 
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Table 9 Relationships of doctors' reporting behaviours with their perceived importance of barriers and 
satisfaction towards present reporting system 
Ever report child abuse? 
Yes No OR 95% CI 
Lack of sufficient evidence 
Not/ moderate important 19(59.4%) 13(40.6%) 1.04 0.43-2.51 
Very important 35 (60.3%) 23 (39.7%) 
Unwilling to jeopardise relationship with child and/ or parents 
Not/ moderate important 42(66.7%) 21 (33.3%) 0.40 0.16-1.01 
Very important 12 (44.4%) 15 (55.6%) 
Respect for cultural difference in child rearing practice 
Not/ moderate important 45(60.0%) 32 (40.0%) 1.00 0.32-3.10 
Very important 9 (60.0%) 6 (40.0%) 
Concern about own anonymity 
Not important 30(76.9%) 9(23.1%) 0.27 0.11-0.67 * 
Moderate/very important 24 (47.1%) 27 (52.9%) 
Reporting process is too time consuming 
Not/ moderate important 35 (63.6%) 20 (36.4%) 0.68 0.29-1.61 
Very important 19(54.3%) 16(45.7%) 
Do not want to involve into courts or legal system 
Not/ moderate important 35 (63.6%) 20 (36.4%) 0.64 0.27-1.53 
Very important 18 (52.9%) 16 (47.1%) 
Child protective service intervention is not effective 
Not/ moderate important 46 (61.3%) 29 (38.7%) 0.72 0.24-2.20 
Very important 8 (53.3%) 7 (46.7%) 
Reporting may do more harm than good for the child 
Not/moderate important 49(65.3%) 26 (34.7%) 0.27 0.08-0.86 * 
Very important 5 (33.3%) 10(66.7%) 
Reporting may do more harm than good to the family 
Not/moderate important 50 (65.8%) 26 (34.2%) 0.21 0.06-0.73 * 
Very important 4 (28.6%) 10(71.4%) 
Child is already known to child protective service 
Not/moderate important 47 (61.8%) 29 (38.2%) 0.62 0.20-1.94 
Very important 7 (50.0%) 7 (50.0%) 
Satisfied with present reporting system in HK? 
Yes 9(75.0) 3 (25.0) 1.58 0.35-7.18 
No 19(65.5) 10(34.5) 
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Ever report child physical abuse? 
Yes No OR 95% CI 
Do not want to get involved with the courts or legal system 
Not important 21(75.0%) 7 (25.0%) 0.31 0.11-0.85 * 
Moderate/very important 24 (48.0%) 26 (52.0%) 
* significant at 0.05 level 
** Fisher's Exact Test was used because one cell had expected count less than 5 
"N.A. stands for that variable not entered into logistic regression model 
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Table 10 Logistic regression for ever reporting behaviour among the participating doctors 
Variable p Exp (B) 95%CI for Exp (B) 
Age 0.32 0.96 0.90-1.04 
Gender 0.49 1.48 0.48-4.56 
Previous child abuse training 0.12 5.87 0.62-56.08 
Years in practice 0.09 3.20 0.84-12.23 
Satisfaction towards present reporting 0.71 0.81 0.27-2.43 
system 
Attitudes towards corporal punishment 0.33 0.96 0.88-1.05 
Unwilling to jeopardize the relationship 0.30 1.96 0.55-6.92 
with the child or his/her parents 
Concern about maintaining anonymity 0.03 0.29 0.09-0.90 * 
Reporting a suspected case may produce 0.53 1.72 0.32-9.33 
more harm than good for the child 
Reporting a suspected case may produce 0.50 0.56 0.11-2.95 
more harm than good for the family 
Unwilling to get involved with legal 0.49 0.64 0.18-2.31 
system 
* significant at 0.05 level 
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Table 11 Significant relationships of perceived importance of barriers with their choice of 
organisations to which they would make a report 
Prefer report to NGOs 
Yes No OR 95% CI 
Unwilling to jeopardize the relationship with the child or his/her parents 
Not/moderate important 8(6.9%) 108 (93.1%) 4.18 1.62-10.81* 
Very important 13 (23.6%) 42 (76.4%) 
Prefer report to SWD 
Yes No 
Unwilling to jeopardize the relationship with the child or his/her parents 
Not important 14 (23.7%) 45 (76.3%) 2.79 1.38-5.64* 
Moderate / very important 52 (46.4%) 60 (53.6%) 
Prefer report to NGOs 
Yes No 
Respect for cultural differences in child rearing practices 
Not/moderate important 13 (9.0%) 131 (91.0%) 4.24 1.56-11.28* 
Very important 8 (29.6%) 19 (70.4%) 
Prefer report to police 
Yes No 
Respect for cultural differences in child rearing practices 
Not/moderate important 75 (52.1%) 69 (47.9%) 0.39 0.16-0.94* 
Very important 8 (29.6%) 19 (70.4%) 
Prefer report to NGOs 
Yes No 
Concern about maintaining anonymity 
Not/moderate important 12 (9.3%) 117 (90.7%) 2.66 1.03-6.85* 
Very important 9(21.4%) 33 (78.6%) 
Prefer report to police 
Yes No 
Concern about maintaining anonymity 
Not/moderate important 69 (53.5%) 60(46.5%) 0.44 0.21-0.90* 
Very important 14 (33.3%) 28 (66.7%) 
Prefer report to SWD 
Yes No 
Reporting may do more harm than good to the family 
Not/moderate important 59 (42.4%) 80(57.6%) 0.38 0.15-0.94* 
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Very important 7 (21.9%) 25 (78.1%) 
Prefer report to police 
Yes No 
Reporting may do more harm than good to the family 
Not/moderate important 73 (52.5%) 66(47.5%) 0.41 0.18-0.93* 
Very important 10 (31.3%) 22 (68.6%) 
* significant at 0.05 level 
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Table 12 Significant relationships and logistic regression test on doctors' preferred reporting system in 
Hong Kong 
Preferred reporting system in HK 
Non Absolute or partly 
mandatory mandatory OR 95% CI 
Any previous child abuse training? 
Yes 3 (21.4%) 11 (78.6%) 9.43 2.49-35.71 * 
No 105 (71.9%) 41 (28.1%) 
Variables in Logistic Regression Model 
Gender 0.47 0.17-1.26 
Specialty 2.15 0.53-8.71 
Previous child abuse training 4.84 1.01-23.27* 
Past reporting behaviours 0,43 0.16-1.19 
Lack of sufficient evidence for report 0.46 0.18-1.18 
* significant at 0.05 level 
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Chapter 7 Discussion 
This study aimed at investigating local practising doctors' attitudes concerning child 
abuse and their reporting behaviours of suspected cases. In this study, I found that 
most local doctors had intolerant attitudes towards both child physical and sexual 
abuse. They thought that the current policy was not doing enough to prevent child 
abuse, and that child abuse was not a family matter and intervention from others like 
governmental authorities was necessary. Moreover, they were generally opposing to 
the use of corporal punishment and disagreed that it was effective in educating 
children. 
In terms of their reporting behaviours, my data showed that failure to report was 
common among local doctors. Among those who have encountered suspected abuse 
cases, only 35.8% had made report for all these cases, while 40% of them never 
reported any case. 'Concerning about their own anonymity' for their report was 
found to independently predict their reporting behaviours. Other barriers like 'lack of 
sufficient evidence' and 'unwilling to involve into the legal system' were considered 
as important factors that affected their decision to report. Few of the doctors (13.9%) 
were satisfied with current reporting system in Hong Kong and if report was to be 
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made, police and paediatric department in hospitals were their preferred target 
organisations. At the same time, about one-third of them reported that they would 
support such implementation. Previous training in child abuse was found to be 
associated with a higher likelihood of reporting in the past and supporting the 
implementation of the mandatory reporting law. 
Strengths of the study 
This study makes use of a multifaceted questionnaire, which composes of scales that 
are validated and culturally adjusted. Some of the scales were adapted from local 
studies or studies conducted in place with similar culture. Moreover, the content of 
the whole questionnaire had been approved by a local professional and further pilot 
tested with local doctors. Therefore, the questionnaire is suitable to be used in the 
local context and able to provide valid information on how child abuse is perceived 
in Hong Kong. 
In this study, some sensitive information is requested from doctors, such as the 
reasons of not reporting the suspected child abuse cases they encountered. In these 
questions, self serving bias may be resulted if doctors tend to provide socially 
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desirable response. With reference to several past s t u d i e s , t h e questions were 
framed as referring to a third person when asking their perceived barriers to report. 
This strategy could significantly avoid the bias and yield more accurate and valid 
responses. 
Finally, the present study successfully achieved a reasonably high response rate. In 
fact, the problem of unsatisfactory response rate from doctors has been raised in 
previous literatures.^®'^^ In the present study, strategies like monetary incentive and 
repeated mailing with personal memo reminder had been used, and the resulting 
response rate reached 50.4%. This response rate can possibly decrease nonresponse 
bias to a certain extent and provide more generalisable results. 
Limitations of the study 
I admitted that the present sampling method is not as representative as a randomised 
sample. In order to avoid the problem of low response rate reported in previous 
studies which used doctors as participants/®"^' the students in the Diploma in Family 
Medicine programme at the Chinese University were selected as our target samples. 
As discussed in the Method chapter, there may be differences between this group of 
94 
doctors and other local doctors, causing a problem of low generalisability of the 
results. In addition, although the response rate of about 50% can be considered as 
satisfactory in a survey using doctors as participants, the fact that half of the invited 
doctors did not participate in the present study should not be ignored. Therefore, the 
results of the present study may not reflect the true attitudes among other local 
doctors concerning child abuse and reporting, and thus we should have cautious 
attitudes when interpreting the results. 
Moreover, DFM students who were younger than 30 years old were more likely to 
participate in this survey. It can be because younger doctors are keener on their 
profession and more welcome to changes than the older and more experienced ones, 
and thus have a higher tendency to take action and participate in research activities. 
This bias in the response rate can also affect the accuracy of the results of the present 
study. For example, it was found that doctors who were younger had more supportive 
attitudes towards corporal punishment and thus the results could results in an 
overestimation on their supportiveness towards corporal punishment when 
generalising this result to other local doctors. Therefore, caution must be taken when 
interpreting the results and the limitation of generalisability should not be ignored. 
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On the other hand, the possibility of self serving bias that doctors tended to give a 
more 'social acceptable' response could not be eliminated. In the study, the 
investigation on reporting behaviours reflected how high was the doctors' tendency 
to make a report if they encountered a suspected child abuse cases. However, failing 
to report these cases could imply that they only concerned on completing their duties 
of providing physical treatment, but ignored the equally important intervention of 
referring the cases to other organisations for further management. Therefore, their 
underreporting could be interpreted as an irresponsible act and they could be 
reluctant to disclose their true experience. 
As discussed, in the question which asked the doctors' perceived importance of 
various barriers, it had been framed as referring to a third person's rather than their 
own judgment, i.e. how important were those barriers that made 'other' doctors 
choose not to report. However, this strategy could not be applied when their actual 
reporting behaviour was asked. Therefore, since doctors may be unwilling to disclose 
their actual experience, the proportion of underreporting found in the present study 
could be an underestimation, and thus an overestimation of their reporting 
behaviours. 
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Another limitation was, similar to all other retrospective studies, the recall bias from 
the participating doctors. Doctors needed to rely on their memory when reporting 
their previous clinical practice experience. It can be difficult to recall exactly how 
many child abuse cases that they have encountered in the previous year, and how 
many of these cases they had made report. Therefore, the possibility of inaccuracy in 
their recall should not be eliminated. 
Discussion on the findings 
Definition of abuse 
Doctors were found to have intolerant attitudes towards both child physical and 
sexual abuse. In terms of physical abuse, the mean tolerance score was found to be 
-0.87. This implied that 87% of the listed parenting disciplinary behaviours were 
rated as 'inappropriate' to their child by the local doctors. Comparing to the original 
Tirosh et al's s tudy,doctors in Hong Kong were having much less tolerant attitudes 
than the Israel doctors. In their study, the tolerance scores of doctors in various 
specialties and different migrant status only ranged from -0.36 to -0.70. This 
unexpected finding may be explained by the fact that doctors, especially for the 
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majority of young doctors in our sample, are brought up and trained in a western 
style. On the other hand, results also showed that 'slapping face' was thought as 
more severe than spanking bottom by the doctors, given that the former action that 
implying personal insults to the child. It was thought as inappropriate discipline, but 
the latter was debatable. 
Every culture has its own definition on the child abuse. The response from local 
doctors gave suggestion on how child abuse could be defined in Hong Kong. The 
results of the present study described what disciplinary behaviours were considered 
as abusive by practising doctors in Hong Kong. The general principle is that slapping 
and spanking lightly were considered as appropriate disciplinary, while other 
behaviours that leads to red, bruise and other more severe injuries among the 
children are considered as abusive. This was consistent with a foreign definition 
given in Straus's article,' in which those behaviours that caused child pain but not 
injury were considered as corporal punishment, but not abuse. However, it should be 
noted that this definition was from a group of local doctors, who is only a small 
group of people in the community. More research evidences are needed in order to 
know how the general public in Hong Kong would define child abuse. 
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In terms of sexual abuse, doctors also showed intolerant attitudes and most of them 
agreed the listed sexual behaviours as abusive. With a 4-point scale, the attitudinal 
scores for non-contact and contact sexual behaviours were 3.42 and 3.63 respectively, 
which implied that most doctors strongly agreed that these behaviours were sexually 
abusive. Since there was lack of evidence on how local parents defined child sexual 
abuse, the results of this study were compared with another local study using college 
students as respondents.^® It was found that college students also showed intolerant 
attitudes towards sexual abuse, with the corresponding scores as 3.61 and 3.75. 
Therefore, this can suggest that sexual abuse is such a severe form of abuse that few 
controversies exist on the definition of sexual abuse and all the listed sexual 
behaviours were viewed as strictly unacceptable by different groups of people in the 
society. 
Opinions on child abuse and attitudes towards corporal punishment 
The present study showed that most of the participating doctors concerned the child 
abuse problems and agreed that more research attention should be paid in this area. 
They thought that effective protection of child abuse require more than the power of 
one individual, while disagreed that child abuse was a family matter and not for 
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others to intervene. Moreover, contradictory to the traditional belief, most of them 
disagreed to the saying that 'spare the rod will spoil the child' and thought parents do 
not have the right to design the method to discipline the child. Therefore, it implies 
that doctors tend to view corporal punishment as problematic and agree child abuse 
as such a severe problem that proper management is beyond the capacity of one's 
family. It requires the support from multidisciplinary professionals in order to 
provide the best intervention to the victims and their family. 
Doctors who were younger, with less experience and who did not have children were 
found to be more supportive to the use of corporal punishment. They are more likely 
to use corporal punishment to discipline their children in the fixture. This was in line 
with both local and foreign findings that younger age was a significant correlate of 
parental corporal punishment.53-54 One possible explanation is the lack of effective 
parenting skills to discipline their children among younger doctors. They may have 
to rely on corporal punishment in order to have immediate and effective results for 
their disciplinary acts. 
Reporting behaviours and barriers to report 
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In terms of the reporting behaviours, results suggested that underreporting was 
common among local doctors. Combining both physical and sexual abuse cases, only 
about one-third (35.8%) of doctors reported suspected cases, which meant that the 
remaining two-third of them had failed to report in the past. Furthermore, 40% of 
them claimed that they had never made a report in the past. Direct comparison with 
foreign figures was not appropriate since most of these figures were obtained from 
studies conducted in countries with mandatory reporting law. For example, a study 
conducted in the USA found that the proportion of doctors who had ever suspected 
an abuse but not made a report was 28%.^^ Although the higher non-reporting figures 
obtained in the present study may be attributed to the absence of mandatory reporting 
requirements, the figures do reflect the current situation that underreporting among 
local doctors is common. This situation should not be ignored and more efforts 
should be paid to increase their reporting tendency and behaviours. 
The data only provided partial support to our expected relationship between 
definition of abuse and suspecting and reporting of child abuse. Among the 
participating doctors, only their definition of sexual abuse was associated with their 
likelihood of ever suspecting a sexual abuse case. However, such relationship was 
not found in terms of physical abuse. This may be because of the low variation on 
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their definition of physical abuse. Most of the participating doctors had intolerant 
attitudes towards physical abuse. Moreover, their definitions of both types of abuse 
were also not related to their past reporting behaviours. This implied that although 
doctors had intolerant attitudes towards abuse and suspected abuse had occurred, 
some other factors may be present that prevented them from making a report. For 
example, as described below, some barriers of reporting may affect their decision to 
report. 
'Lack of sufficient evidence', 'unwillingness to involve with the legal system' and 
thinking that 'reporting process is too time consuming' were the three barriers that 
were of highest perceived importance that deterred doctors to report. The latter two 
barriers imply the doctors' main concerns that reporting may cost them much time 
and effort, given that they are already facing the problem of heavy workload and 
limited consultation time. Therefore, in order to promote their reporting behaviours, 
providing compensation to doctors for making a report can be one useful strategy. 
On the other hand, results also suggested that the barriers that were perceived as 
important were actually not strongly associated with their reporting behaviours. The 
barriers that were found to be actually related to their reporting behaviours were 
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namely, thinking the 'reporting may produce more harm than good to the child', 
'concerning about maintaining their anonymity' and the 'unwillingness to involve 
with the legal system'. Therefore, it showed a balance between doctor's own agenda 
and the welfare of the abused child is also crucial to encourage doctors to make 
report for the suspected child abuse cases they encountered. 
The logistic regression showed that one barrier would independently predict whether 
doctors have ever made a report in the past. Doctors who perceived 'anonymity for 
their reports' as important barrier were significantly less likely to have made a report. 
Consistent result has been reported in another foreign study,^^ in which this barrier 
was the strongest predictor of doctors' lifetime proportion of suspected cases that had 
been reported. The results were also in line with another study which adopted an 
open-end question format to ask a group of primary healthcare professionals about 
their reasons for n o n - r e p o r t i n g ? � They reported their fear of failure to remain 
anonymity which could not only cause hostility and damaged relationships, but also 
result in repercussions in terms of litigation. These evidences suggested that doctors 
are afraid that the client may identify them as the reporter. As a result, relevant 
organisations such as SWD and NGOs should pay special attention and design 
strategies to keep the confidentiality of the identity of reporters whenever they 
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received a report from doctors or other professionals. 
Attitudes towards reporting system in Hong Kong 
A majority of doctors were dissatisfied with the present reporting system in Hong 
Kong. Only about 14% of doctors felt satisfactory to the local reporting system, yet 
more than one-third of them were dissatisfied. However, the results were unable to 
show a significant relationship between their levels of satisfaction with their 
reporting behaviours, which could possibly be attributed to the finding that more than 
half of them had neutral attitudes and were neither satisfied nor dissatisfied towards 
the reporting system. On the one hand, their lack of comment to the present system 
can possibly be due to the fact that they know little about the system. This is highly 
possible since most of the doctors do not receive any child abuse training in the past. 
On the other hand, it is also possible that they have actually not thought much about 
this issue. They may think that their primary role is to provide medical treatment to 
the abused child and thus have a low awareness on their role in reporting the case. 
Therefore, these results may suggest that training on child abuse and the relevant 
reporting issues can be beneficial to the doctors and effectively promote their 
reporting behaviours. 
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In spite of their low levels of satisfaction to the reporting systems, only one-third of 
them would support the implementation of mandatory reporting system, which was 
contradictory to our expected finding. This proportion was lower than 52% which 
was reported in a study conducted in USA.45 Qne possible reason is that such 
implementation was already in place during data collection in the USA study, but not 
in the present study. Moreover, the lack of support to the mandatory system can also 
be because of their barriers to report identified in this study. If they perceived these 
barriers as important and not intended to make a report, there is no doubt that they 
will not support to such implementation. 
One significant factor that determining the doctors' levels of support to the 
mandatory reporting system was whether they had received training on child abuse in 
the past. Those who have received training were more likely to support such 
implementation. Moreover, those has received training were also found to be more 
likely to have reported suspected physical abuse cases in the past. However, this 
relationship was only marginally significant, which is likely to be caused by the 
small number of doctors who have received such training. In fact, a positive 
association between training and reporting behaviours was found in previous s t u d y , 
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In that study, mandatory reporters in USA were found to have a higher lifetime 
reporting proportion if they had received more than 10 hours of child abuse training. 
These results suggested that in order to increase doctors' reporting behaviours, 
providing child abuse training can be an effective method. It is possible that when 
doctors know more about child abuse, they can know more on the benefits of 
reporting, and thus more likely to support the implementation of mandatory reporting 
system in Hong Kong. 
However, it is sad to find that among the participating doctors, only a very small 
proportion of them (8.9%) have received training in child abuse. Similar 
phenomenon was reported in a Canadian study. In this study, all directors of child 
protection and paediatric residency programmes were surveyed. Results showed that 
only 18.7% of these programmes provided mandatory clinical training in child 
protection, while 92% of the directors thought that they needed further training in 
child protection. 
As a result, more training on child abuse and child protection should be provided to 
doctors. Specifically，the training content should not only include the introduction of 
child abuse and what role doctors can play in the management of child abuse, but 
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also describe the reporting issues such as the relevant regulations and reporting 
procedures. After receiving these training, doctors should be able to make better 
judgment and handle child abuse cases more effectively. Having quipped with the 
knowledge on the typical symptoms of different types of abuse, doctors should be 
more competent in differentiating whether abuse has occurred or not. They can know 
how and where to report these suspected cases properly, and what infomiation they 
should prepare for the future investigation and court case. Moreover, they can also 
know which governmental or non-governmental organisations from which they can 
seek professional advice and support if necessary. A more detailed suggestion on the 
content of training will be discussed in the next chapter. 
In real life situation, doctors can have several choices of organisations to which they 
can make a report for a suspected child abuse cases, such as police, HA hospitals and 
SWD. The present study showed that police and the paediatric department in HA 
hospitals were the two most popular target organisations in case they need to make a 
report. One possible explanation is that they may consider police to be able to take 
immediate action and separate the perpetuators (parents) from the victim (child), 
which can in turn stop the abuse as soon as possible. On the other hand, it is also 
likely for doctors to have a tendency to seek help and report their problems to senior 
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m e d i c a l staff . 
Various barriers were found to be related to the doctor's choice of organisations to 
make report. These relationships could in turn tell the doctors' impressions to various 
organisations. For example, doctors who thought 'maintaining own anonymity' as 
important barrier were less likely to the police. This can be due to the fact that 
reporting to police can result in detailed investigation and involvement in legal 
system, and doctors can be easily identified by the family during these processes. 
Moreover, reporting to police is a stiff action that can result in severe punishment to 
the abuser such as imprisonment. Simultaneously, it can also be likely to trigger 
greater repercussion from the abuser. 
On the other hand, among the doctors who considered 'respect for cultural difference 
in child rearing' and 'unwillingness to damage the relationship with the family' as 
important barriers, they were more likely to report to NGOs. This implies NGOs are 
expected to handle the cases with the consideration of relationships between all 
parties and are able to help resolving the conflicts between family members. 
However, the data also showed that Police and SWD are still preferable to NGOs if 
doctors had to make a report. This suggests that they still prefer to make report to 
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governmental authorities, possibly due to their perceived higher effectiveness in 
stopping the abuse if the case is handled by these governmental agencies. 
Finally, reporting to SWD were more common among doctors who considered the 
relationships with family as important, but less common among those who 
considered 'reporting may do more harm than good to the family' as important 
barrier. This may suggest that on the one hand, SWD can deal with the case 
effectively while maintaining the relationships with family like NGOs do. On the 
other hand, as a governmental department, they may take necessary action that break 
the family's harmony, such as removal of child to prevent further abuse. 
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Chapter 8 Implications and Recommendations 
Implication of the present study 
This study was the first to measure local health professionals' attitudes towards the 
implementation of mandatory reporting system. Although it was found that fewer 
than half of doctors would support such implementation, the fact that one-third of 
them were willing to take additional legal responsibility and support this 
implementation should not be ignored. Undoubtedly, this study is only a preliminary 
first step that explores the possibility of such policy change in Hong Kong. However, 
it can serve as a useful starting point from which more research can be conducted in 
order to investigate how other professionals and general public think about 
mandatory reporting system. 
Various barriers were found to be associated with doctors' reporting behaviours. For 
example, 'concern about maintaining their anonymity' for their report, 'unwilling to 
get involved with the courts or legal system' and fear that 'reporting may produce 
more harm than good for the child' were significant related to lower likelihood of 
reporting. These results can be informative for planning strategies to promote their 
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reporting tendency. Education programme can be designed in a way that helps 
alleviate these concerns. 
Another significance of the present study is the ability to raise the awareness on child 
abuse issues among all parties in the society. It can directly raise the awareness on 
the child abuse issues among the doctors and assure their important roles on the child 
abuse management. Moreover, the results demonstrated several aspects of child 
abuse issues that deserve much more attention, such as doctors' perceived lack of 
sufficient resources for prevention and intervention, and their dissatisfactory attitudes 
towards present reporting system. This can send a strong message to governmental 
authorities that urgent action to improve the local child abuse management system is 
necessary. 
Suggestions to improve the management of child abuse in Hong Kong 
Provision of child abuse training to local doctors 
A main finding of this study is the significant impact of child abuse training can have 
to the doctors. It showed that training could not only promote doctor's reporting 
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behaviours, but also increase their acceptance towards the implementation of 
mandatory reporting law in Hong Kong. In fact, the importance of child abuse 
training to doctors has been raised in past years in foreign countries. For example in 
USA, the Section on Child Abuse and Neglect of the American Academy of 
Paediatrics has proposed a curriculum for Fellowship training in child abuse in 
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1992. Moreover, all mandated reporters, such as nurse and teachers in the New 
York state are required to complete training course in child abuse identification and 
reporting in order to obtain certification to practice in their corresponding fields In 
UK, starting from the year of 2006，all the paediatrician trainees are required to 
complete a mandatory course of child protection in order to a member of 
paediatricians' professional body, the Royal College of Paediatrics and Child 
Health.75 Similarly, in a recent WHO publication,^^ it was suggested that it was of 
critical importance to increase the capacity of frontline professionals, such as doctors, 
to detect potential child abuse cases. 
As a result, education on child abuse should be considered as mandatory rather than 
optional component of training for doctors7^ On the one hand, it should be included 
as a compulsory module for resident training. This can ensure all the future doctors 
to equip with basic knowledge on child abuse. On the other hand, in-service training 
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for current practising doctors should also be implemented. Moreover, this training 
should not limit to paediatricians, it should also be provided to all doctors of different 
specialties who have the opportunity to meet child patients during their practice, such 
as GPs or family doctors. 
According to the WHO, the content of the training should be designed in such a way 
that increases doctors' ability to provide early identification and intervention of child 
abuse.29 The content can include (i) myths of child abuse; (ii) physical and 
behavioural indicators of abuse and (iii) the proper response to potential abuse cases, 
such as how to seek professional advice and make reporting and referrals. Moreover, 
the anxiety of handling these cases among doctors should also be addressed in the 
training. 
Starling and Boos had also made similar recommendations on the content of child 
abuse training.?? This should include the general knowledge of child abuse such as 
risk factors, assessment skills, knowledge of manifestation of various types of abuse, 
the reporting requirements and procedures, documentation of abuse cases and 
introduction of courts and testimony concerning child abuse cases. Moreover, some 
primary healthcare professionals also expressed their need to have multidisciplinary 
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workshop in a qualitative study.？之 This enabled them to have the opportunity to 
discuss their concerns and anxieties with other doctors related to the reporting of 
child abuse cases and other related issues. 
The results of the present study further suggested that some elements can be 
particularly useful for local doctors and should be included when planning for 
educational programme. For example, there is evidence that local doctors do not 
have sufficient knowledge on the local reporting system. Therefore education on this 
area to local doctors is important, which can include their responsibility of reporting 
suspected cases, reporting procedures and so on. In addition, lack of sufficient 
evidence was perceived by doctors as the most important barrier that deters doctors 
from reporting. Therefore, on the one hand, training should clarify the legal 
definition of child abuse doctors which enable them to know what behaviours are 
thought as abusive and illegal. On the other hand, doctors should also be taught on 
the typical symptoms of physical and sexual abuse so that they can be better in 
identify potential victims. Furthermore, doctors also expressed their worry on the 
possible involvement with the court system. Therefore, another focus of the 
education can be an introduction of the court-related issues, such as what will happen 
in a court cases, what information regarding the child and the family they should 
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prepare before the court and how long an investigation will normally be. 
Suggestions to local governmental authorities 
The results of the present study showed that most of the doctors agreed governmental 
authorise had the responsibility to intervene in abuse cases, but at the same time, they 
also thought that the present policy was not doing enough in the prevention of child 
abuse. Furthermore, it was also found that the more experienced the doctors were, 
the more likely they would agree that the present policy was not doing enough in the 
prevention of child abuse. Therefore, I would suggest that the Government should 
pay more effort and resource on the prevention and management of child abuse. 
One of the best strategies to prevent child abuse is to provide education. In spite of 
the training to doctors as previously mentioned, education should be targeted to the 
general public as well. In the present study, it was showed that younger doctors and 
non-parents were more likely to support the use of corporal punishment, and 
consistent evidence was found by Tang，�^ who suggested that younger aged parents 
were more likely to use physical punishment to discipline their children because of 
the lack of effective parenting skills. Although the association between younger age 
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and lack of parenting skills may need further evidence, educating effective parenting 
skills should be one effective method to decrease the incidence of child abuse. This 
can also be especially useful to newly married couples, who are inexperienced in 
bringing up a child. 
Moreover, more promotion activities should be arranged to the general public in 
order to raise their awareness on the child abuse issue and help prevent child abuse 
from occurring. It is possible that child abuse occurs in some families, but the parents 
are not aware of the problem and the seriousness of detrimental effects that the abuse 
can bring to their children. These campaigns can include the introduction of child 
abuse and the various risk factors and possible signs of abuse. This information can 
also be helpful for parents to discover the abuse occur outside the family. Moreover, 
it is extremely important to disseminate the information of social services that are 
available in the community to the public, such as hotline and the contacts of various 
governmental or non-governmental organisations from which they can seek help. It 
can also be usefiil to organise public campaign to promote mutual help and build up 
close relationships between neighbourhoods. 
The problem of low awareness of child abuse among local families has been raised in 
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one past article. This qualitative study discussed the problem of double victimization 
faced by child sexual abuse victim/^ which meant that once sexual abuse was 
disclosed, victims could face many difficult situations that could be equally stressful. 
These included family or mother's denial of the abuse, family rejection, mother's 
support to her husband, who is the perpetrator, rather than the child, and blame from 
the family members for the abuse. These irrational beliefs and attitudes can be 
changed through extensive education campaign. The general public should be taught 
that child abuse can occur in every family and family support is extremely crucial to 
the recovery of the child. 
The present study successfully identifies some barriers which are thought as 
important factor in deciding whether to make a report among doctors. Therefore, 
strategies that can eliminate these barriers to report should also be useful in 
promoting reporting behaviours. For example, concerning about own anonymity for 
their report was found to predict doctors' reporting behaviours. This can be solved by 
the Government to set up regulations which protect the confidentiality of the identity 
of the reporters. For example in USA, the identity of reporter is normally kept 
confidential, except in some special situations such as the reporter was found to 
intentionally report a false abuse case.料 With proper education to the doctors on this 
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issue, these measures can be effective in eliminating doctors' concern and increase 
their tendency to make reports. 
On the other hand, providing subsidy to doctors can also be effective in promoting 
reporting behaviours. In this study, doctors thought that the time consuming reporting 
process was another important barrier that deterred them from making a report. 
Especially for doctors who are in private practice, their incomes depend on the 
number of clients they have and in the present study, about 27% of the participating 
doctors were working in private practice. It is not surprising that doctors will be 
reluctant to make a report if they have to involve in lengthy investigation and court 
cases following their report, which can significantly shorten their time to meet clients. 
Therefore, subsidy from government can be an incentive that motivates doctors to 
make a report when they encounter suspected abuse cases. 
Although providing subsidy to doctors who have made a report can compensate for 
their time and income loss and thus can be an effective strategy to promote reporting, 
I do not agree that time and money loss is a legitimate reason for doctors to choose 
not to make a report. To cite an example, even a citizen who see an adult fell down 
on the street and get injury should have the responsibility to report to the police. 
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Therefore, as a helping professional, doctors do bear the responsibility to make 
report to other authorities if they suspect that a child has been abused, given that a 
child is much powerless to prevent the suffering and unlikely to seek help 
themselves. 
The importance of child right and child protection has been discussed in the United 
Nations Convention on the Rights of the Child7^ Article 2 of the Convention 
suggested that we should take all appropriate measures to protect a child against all 
forms of abuse. Article 18 further elaborated that such measures can be legislative, 
administrative, social and educational in nature. Moreover, we should ensure that all 
children can get the necessary medical assistance and health care as suggested in 
Article 24. Therefore, failure to report any suspected abuse cases because of avoiding 
time and money loss is a behaviour that ignores the right of a child. It is completely 
unethical and a breach to this convention. 
In fact, the aim of the implementation of mandatory reporting system is to prevent 
the failure to report abuse cases without legitimate reasons. The results of identifying 
'reporting is time consuming' as an important barrier to report suggested that there 
may be a need for such implementation. Therefore, I suggest that the Government 
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should consider the issue of responsibility of doctors and the right of child when 
planning for a reporting system in Hong Kong. 
Recommendation concerning mandatory reporting system 
The present study showed that only one-third of doctors would support the 
implementation of mandatory reporting system. This figure suggested that such 
implementation do not receive support from the majority of the doctors. Obviously, 
as discussed in previous chapters, this policy has both advantages and disadvantages. 
For example, although it could significantly increase the number of abused victims 
being identified, * it was argued that much money and resources were spent on the 
unsubstantiated cases*' or the investigation of cases, but not on the management of 
abuse.48 From the present study, the results suggest this policy is not welcomed by 
local doctor, and therefore should not be implemented at this moment. 
However, these results did not mean that the local doctors considered the present 
reporting system as satisfactory and could be the ideal one in Hong Kong. Only 
about 13.3% of doctors were satisfied with the present reporting system. In fact, a 
majority of doctors (55.4%) provided a neutral response in terms of their satisfaction 
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towards the present reporting system. As mentioned in the discussion part, it can be 
due to doctors' low awareness and inadequate knowledge on the local reporting 
system. Therefore, education to doctors on this area should be seriously considered, 
and the identification of an ideal reporting system in Hong Kong is only feasible 
after doctors and other professionals have adequate knowledge in this area. 
On the other hand, these two results seem to be contradictive in nature. It is 
surprising to find that while few doctors were satisfied with the present 
non-mandatory reporting system, only about one third of them would support a 
mandatory one. As a result, future research is necessary to clarify local doctors' 
attitudes towards various reporting systems. One possible strategy is to conduct 
qualitative research. Focus group discussions or interviews with doctors can 
effectively find out what view and opinions do they have on this issue, for example, 
to identify their concerns towards both non-mandatory and mandatory reporting 
systems. 
Suggestions to local doctors 
In this study, doctors were found to have intolerant attitudes towards corporal 
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punishment and they agreed that child abuse required intervention from other people 
outside the family. This is contradictory to the traditional belief of the Chinese 
culture, which is still popular among most of the families. Since doctors are the 
tmstable figures for families, they are in an ideal position to instil these proper 
attitudes towards the family, especially the family doctors who have formed stable 
relationship. This can significantly raise the awareness of child abuse among the 
general public. 
Suggestions to researchers for future studies 
The present study fails to find out the best reporting system for child abuse cases in 
Hong Kong. Although mandatory reporting system has been in place for years in 
other countries, it does not imply that it can be equally beneficial to Hong Kong and 
it is shown that such system is not supported by our participating doctors. The 
present study only provides an investigation on the level of acceptance to this policy 
among local doctors who are studying family medicine diploma and thus more 
researches are undoubtedly required to investigate the efficacy of such system in 
Hong Kong. Past researches in foreign studies have already identified some of its 
strengths and weaknesses, but similar researches are worth to be replicated in the 
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local settings given the difference in cultural values. Moreover, the opinions from the 
general public should also not be ignored, since the belief of traditional Chinese 
culture among public can create a strong opposition force to the implementation. 
Therefore more future studies are required in order to find out the best system in 
Hong Kong. 
In additional to quantitative study, qualitative research in the format of focus group 
discussions should also be conducted. Unlike survey in which the responses of 
participants are confined to the questions given, focus group discussions enable more 
detailed investigation on what comments and thoughts they have regarding this 
system. Therefore, both quantitative and qualitative research in this area should be 
conducted in the future. Moreover, more valid responses can be obtained if these 
studies can be conducted after extensive education has been provided and the 
participants are equipped with more background information in this area. 
In the present study, the doctors were asked to indicate their choice of reporting 
system among the three options, and their responses were collapsed into two groups 
as non-mandatory versus absolute and partly mandatory during data analysis. The 
advantage of choosing this method of analysis was to provide a clear comparison a 
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non-mandatory reporting system with a non-mandatory one and thus obtain a clear 
suggestion of whether an element of legal responsibility to report should be added. 
However, such grouping will lose some information on the difference between the 
absolute and partly mandatory reporting system. As seen in the present result, more 
participating doctors supported the partly mandatory one. Therefore, future studies 
are required to evaluate the advantages and shortcomings of all three types of 
reporting system. 
Lastly, the present study only made use of students enrolled in Diploma in Family 
Medicine programme as the respondents. This cannot reflect the opinions of other 
local doctors who are practicing in other specialties. Therefore, future studies should 
include different groups of local doctors and should be conducted in more rigorous 
sampling strategies, such as the random sampling method. On the other hand, since 
doctors who had received training in child abuse were more likely support the 
mandatory reporting system, I would suggest further studies on doctors' attitudes 
towards this system should be conducted after training has been provided. 
Conclusions 
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Doctors are the first group of professionals who come to contact with child abuse 
victims. Therefore, their roles in identifying abuse cases and providing early 
intervention are crucial in management of child abuse. The present study aimed at 
measuring local doctors' attitudes towards child abuse and reporting suspected cases. 
Moreover, mandatory reporting system has been in place in various countries like the 
United States and Australia for a few decades, but not in Hong Kong. The present 
study tried to explore their attitudes towards such system. 
171 local doctors who were students of the Diploma in Family Medicine programme 
at the Chinese University of Hong Kong were recruited. Results showed that only 
less than one tenth of the participants had received training in child abuse. They had 
intolerant attitudes towards both physical and sexual abuse. Moreover, they thought 
that the government was not doing enough to prevent child abuse from occurring and 
more attention should be paid on this problem of child abuse. They generally had 
disapproval attitudes towards corporal punishment. 
Underreporting was a common phenomenon among our sample. Among the 46.2% 
and 23.4% of doctors who had encountered suspected physical and sexual abuse 
cases in their career respectively, and only 58.2% and 60.0 % of them had ever made 
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a report. Police and paediatric departments of hospitals were the two preferable 
organisations to which they would make a report. Previous child abuse training was 
marginally associated with their reporting behaviours. 'Lack of sufficient evidence' 
and 'unwillingness to get involved into court or legal proceedings' were the two most 
important barriers that prevented them from making a report, while 'concern on 
maintaining own anonymity' could independently predict their non-reporting 
behaviours 
In terms of their attitudes towards the current policy, only 13.9% were satisfied with 
the present reporting system in Hong Kong. However, only about one third of the 
doctors who would support the implementation of mandatory reporting system 
Previous child abuse training was found to predict their support of the mandatory 
reporting system. 
The present study showed that improvement is needed to improve the quality of child 
abuse management in Hong Kong. Although this study fails to identify an ideal 
reporting system in Hong Kong, I would like to make the following suggestions in 
order to improve the quality of management for child abuse cases: 
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1. Provide compulsory and multidisciplinary training on child abuse to doctors, 
including both practising doctors and undergraduates who are in their resident 
training. 
2. Government should organise education programme in order to equip parents 
with effective parenting skills. Moreover, awareness of child abuse problem 
should be raised among the public through various promotional campaigns. 
3. Government should set up regulations to keep the identity of reporter 
confidential, and also provide subsidy to doctors for making a report. 
4. Doctors, especially family doctors, should make use of their trustable 
relationships with the family to instil proper attitudes towards child rearing. 
5. Researchers should conduct both qualitative and quantitative studies to identify 
the pros and cons of both non-mandatory and mandatory reporting system. 
These studies should not limited to doctors, but also include other professionals 
who have the opportunity to work with children, and the general public. These 
studies can provide important information in order to find out the ideal reporting 





Survey on attitude and behaviours on reporting suspected child abuse cases 
among doctors in Hong Kong 
You are now participating in a study entitled 'Attitudes on child abuse, reporting and 
mandatory reporting among doctors in Hong Kong'. Its aim is to understand the 
attitudes and behaviours regarding the reporting of suspected child abuse cases 
among Hong Kong doctors. You are cordially invited to participate in the survey. 
You will be given a 3-page questionnaire, which takes you about 10 minutes to 
complete. Your participation in this research is completely voluntary but your 
participation is most crucial to give a thorough picture of the real situation. All 
the responses you provided in the questionnaire will be kept strictly confidential. 
Only aggregated results, but no individual response will be presented. 
Thank you for your participation. 
RETURN OF THE COMPLETED QUESTIONNAIRE WILL IMPLY YOUR 
CONSENT TO PARTICIPATE IN THIS RESEARCH STUDY. 
For any enquiries, please feel free to email me at phil@cuhk.edu.hk or call me at 
22528742. 
Yours faithfully, 
Leung Wai Shun (Mr.) 
Candidate of ‘MPhil in Social Medicine', 
School of Public Health, 
The Chinese University of Hong Kong 
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Appendix 2 
Please indicate, by circling the appropriate answers, whether you consider the 
following parental disciplinary behaviours as appropriate, inappropriate or 
abusive. 
1. Take away privileges 
2. Stand in comer 
3. Spank bottom, open hand lightly 
4. Physical restraint, hold child still 
5. Send to bed without supper 
6. Lock in room 15 min 
7. Spank bottom, open hand, leaving red 
8. Slap face, open hand lightly 
9. Lock in room 1 hr 
10. Spank with belt, etc, lightly 
11. Slap face, open hand, leaving red 
12. Squeeze or twist, producing pain 
13 • Spank bottom, open hand, leaving bruise 
14. Spank with belt, etc, leaving red 
15. Spank with belt, leaving bruise 
16. Strike with object, leaving bruise 
17. Physical restrain, tie child 
18. Lock in room all day or night 
19. Kick leaving bruise 
20. Strike with fist leaving bruise 
21. Bum leaving mark 
22. Hit and fracture ribs 
23. Hit and injure head, child unconsciousness 
(1-appropriate as discipline; 2- inappropriate as discipline; 3- abuse) 
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Appendix 2 
Please indicate, by circling the appropriate answers, whether you would define 
the following behaviours as forms of child sexual abuse. 
Non-contact sexual behaviours 
1. Engaging in sexual intercourse in front of children 
2. Taking pornographic pictures of children 
3. Masturbating in front of children 
4. Asking children to fondle children's own sex organs 
Contact sexual behaviours 
5. Asking children to fondle adult's sex organs 
6. Asking children to kiss adult's sex organs 
7. Fondling children's breasts and/or sex organs 
8. Asking children to swallow adult's semen 
9. Penetrating children's vagina/anus with foreign objects 
10. Having sexual intercourse with children 
(1-strongly disagree; 5- strongly agree) 
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Appendix 2 
The following questions ask about your attitude towards child abuse. Please circle 
the appropriate answers to indicate how much you agree with the following 
statements. 
1. Child abuse is a serious problem that warrants future research. 
2. Protection from chid abuse requires more than the power of one individual. 
3. Governmental institutions should have the responsibility to intervene 
whenever child abuse occurs 
4. The current policy toward child abuse is doing enough to prevent child 
abuse. 
5. Child abuse is a family matter not for others to intervene. 
(1-strongly disagree; 6- strongly agree) 
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Appendix 2 
The following questions ask about your attitude towards child rearing Please 
circle the appropriate answers to indicate how much you agree with the following 
statements. 
1. It is OK for parents to slap their children who talk back. 
2. Corporal punishment is an effective way to educate children. 
3. I intend to use physical punishment with my children when needed. 
4. I don't consider physical punishment as child abuse. 
5. Parents who spare the rod will spoil the child. 
6. Parents have the absolute right to decide the ways they discipline their 
children. 
(1-strongly disagree; 6- strongly agree) 
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Appendix 2 
Please indicate, by circling the appropriate answers, the importance of the 
following reasons why other doctors may be reluctant to report a suspected case 
of child maltreatment. 
Case related concern 
Lack of sufficient evidence 
Child Protection Service intervention is not effective 
Child is already known to the Child Protective Services 
Respect for cultural differences in child rearing practices 
Reporting a suspected case may produce more harm than good for the family 
Reporting a suspected case may produce more harm than good for the child 
Professional related concern 
Do not want to get involved with the courts or legal system 
Reporting process is too time consuming 
Concern about maintaining anonymity 
Unwilling to jeopardize the relationship with the child or his/her parents 
(1- not important; 5- extremely important) 
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Appendix 2 
Please choose, by checking the appropriate box, which of the following child 
abuse reporting system is most suitable to Hong Kong. (Choose one answer 
only) 
All medical professionals must immediately report by telephone all cases of 
suspected child maltreatment to the Child Protective Services Unit (CPSU) to be 
followed within 72 hours by a written report. Failure to report can result in fine or 
imprisonment 
All medical professionals must immediately report by telephone certain severe 
types of suspected maltreatment (e.g., sexual abuse, serious physical abuse, or 
maltreatment which places the child imminent danger) to CPSU to be followed 
with 72 hours by a written report. In less severe cases of suspected maltreatment, 
the medical professionals may consult specialists which operate independently 
with CPSU, and decide if the case should be reported to CPS. 
All medical professionals are suggested to report all suspected child abuse cases 
to CPSU, but there is no legal responsibility for them to report. They can exercise 
their judgment and decide whether they need to report suspected child abuse 
cases to CPSU on their own, or consult specialists for more information. 
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Appendix 2 
Within the last 12 months, how many child patients do you suspect to have 
experienced the following types of abuse? How many of them have you reported 
(to either HA, SWD, Police, NGOs or other organisations)? 
(Please write down the number) 
Physical abuse: Suspected: Reported: 
Sexual abuse: Suspected: Reported: 
In your professional career, how many child patients do you suspect to have 
experienced the following types of abuse? How many of them have you reported? 
(Please write down the number) 
Physical abuse: Suspected: Reported: 
Sexual abuse: Suspected: Reported: 
If report is to be made, which organisation would you prefer to report to? (can 
choose more than 1 answer) 
• Social Welfare Department • NGOs (e.g. Against Child Abuse) 
• Department of Pediatrics in HA • Police 
• Others (please specify:_ ) 
In general, how much are you satisfied with the present reporting system in Hong 
Kong? 
Very Very satisfied 
dissatisfied 




Gender: Male / Female 
Are you a parent? No / Yes 
Please indicate the number of children you have? 0 1 2 3 4 5 
What is/are the gender(s) of your children? Male / Female / Include both. 
What is your specialty? GP / Others: 
Number of years in practice? years 
Do you receive any postgraduate training? No /Yes: 
• Postgraduate diploma (e.g. DFM) 
•Membership / Fellowship of professional college 
•Fellowship ofHKAM 
• Others: 
Any post education training on child abuse? No / Yes : hours 
On average, how many child patients do you see each day? 
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